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' " FOREWORD = . ■ 

■ *. Patient classification methodology represGnts a manpower, 
planning tool uniquely developed for the nursing field. Al- 
though barely twenty years old, patient classification method- 
,ology has grown from use in a few selected applications to use 
in more than 1^000 hospitals in the nation today. The essential 
purpose of patient classification sys^tems is the efficient 
and effective matching of manpower resources to patients' 
reqifirements for" serv ices . Interest in these systems is now 
extremely high because of their potential effectiveness in 
patient care, as' well as in contrbll ing . heal th care costs. 

In this monograph, Ms. Phyllis Giovannetti performs an 
outstanding service in bringing together a wealth of material on 
the theory and rationale of ^patient classification systems, and, 
a detaile^j description of the major system^ i^ use today. Also , 
includeta is an extensive and up--to^date bibliography on classi- 
fication systems' which brings to the reader rich exposure to 
the literature in this field. ^ 

This publication is the fourth volume in the Nurse Planning 
Information Series* The series is composed, of several selected ^ 
monographs and bibl iographies relative to health planning. Each 
pubjication in this serieg has been developed ^ under contraot 
with the Division of Nursing,. Health Resources Admiaistration 
of the U,S* Public Heal th Service , or as an information 
source by the Nursing Component of the National Health Planning 
Information Center (NHPIC). 

The Nursing Component of NHPIC prov ides health planners 
with a centralized, comprehensive source of information on 
nurse manpower planning to 'facilitate an improved health care 
delivery system in the United States. The Component apquires , 
screens, synthesizes, disseminates, and makes available 
specialized documentary material on nursing, as well a^'S method^ 
ological information on a wide variety of topics relevant to 
health planning and resources development, | 

The first three volumes in the series are: ^ 

AccQuntab il i ty I ^ Its Meaning and Its Relevance t o the 
~ H" eaTt h Care F ie 



N ur s i ng I nVQlve m,ent in the Health Planning Process 
The Pro blem Qrier^ed System; A Literature Review 




Jessie Scott 
Assistant Surgeon General 
Director 

Division of Nursinq 
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ning for patient, care is one of the most demahding and 
issues. facing health care providers today. Central 
planning -are such issues asr what types of health care 
ips? ,how many Health care providers? what levels of 
cjare 'personnel? and the quality of care? Although these 
late to all providers of care, the impact ^ their res= 
within the nursing profession is profound* / 



As Jthe title of this monograph indicates. Patient Classifi* 
cation ^ ystems in Nursing are discussed and reviewed in terms 
of theii contribution to the planning for and* provision 
of nursing^ care.. Specifically, t^ey d^eil with the types of' 
health |^re facilities required and the organiiat^n of staff 
;in terini of the numbets and levels of nursing personnel demanded. 



ihp demand for patient classification systems in nutsing 
has gro*?n rapidly within the past decade. Two major documents 
have atitempted to place them in perspective and to determine 
their ^ole in dealing rwlth the complex problem of nurse staff- 
ing.^ in 1913} Dr. Myrtle K. Aydelotte published^^^ni^numental 
document entitled "Nurse Staffing Me thodology ,/a Review and 
Critiqoe of Selec tediLi terature . " This publidation contained 
a detailed, critical assessment of nearly 200\major method- 
olpgiclal studies in the area of nurse staffing and a compre- 
hensiv/e bibliography of over 1,000 staffing studies^^ Patient 
classi|f icat ion systems were recognized as a vital ^mponent of 
many staffing methodologies. A companion document, "Research 
on Nurse staffing in Hospitals, Report/6f the Conference," was 
published in 1972, and contained 10 papers presented at an 
invitational conferenc-e on nurse staffing. These papers focused 
on the variables considered to be ^significant in influencing 
the quantitative and qualitative demand for nurse staffing. 
Again^ patient classif icaMon was presented as a means of deter- 
mining patients- requirements for nursing care, an important 
variable within th© context of nurse staffing. 



This monograph attempts to deal specifically with patient 
classification ^§^ems in nursing, and is primarily limited to. 
their appl ication^ in hospitals. Although it is recognized that 
out-of ^hospital health care settings a^e becoming increasingly 
important in the delivery of health services, the application of 
patient classification in these facilities is a recent advance- 
ment. The progress that 'has been made, however, is reported. 

Followi(ng a brief introduction discussing their role and 
theoretical framework, the various uses to which patient 
classification systems have been put are discussed. Sectiqn 
III provides a comprehensive review of the literature whicn is 
now considered to be historical but, nonetheless, useful i*n 
highlighting the anteqedents which have affected the format 
and design of the present-day systems. This is followed by 
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examples of patient caassif ication systems in a variety of 
settings. A section o*n major issuep in the selection and 
davelopment of such systems follows. It -is hoped that recogni- 
tion of the major issues and concerns will initiate corrective 
action to ensure that the sy^stems respond adequately to their 
nvany appl idat ions . The monograph concludes with a discussion 
of the limitations and criticisms of the systems, and postula- 
tions as to the future development in the field, 

^ Although there are undoubtedly ka^number of very fine 
patient 'classification systems that are not reported in this 
monograph^ the bib^^graphy is nevertheless intended to serve 
as a comprehensive review .of the literature, with special 
emphasis on systems that are widely recognized and reported in 
the nursing literature, ^ * , 
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-. I. INTRODUCTION! ^ ' 

. ' , . ^ ^ " " 

Over the, past ^40 years , -a 'great deal of attention has ^ 
focused on the uti^izatiorf of nursing personnel re-sources. , 
' >Under stand ably , the Cjent.er- this focus has been the acute 

^^are se tt ing^. wlier.e aursing serv iceg represent, the singl-e 

largest itefn'.of hospital bjjdgets. ' A recent study b^ Levine 
' ,and PhillEipM^7^5> reyeaaed tha^ v^ith^d hospitals^ the sal4ries, 
^'iand wages of nursing /^personnel account for 25 to^ 30. percent of 

tb'tal institutional cd^ts/. Thus:^^^,small perGentage increases or 
* decneasee ifi labor^ co^ts can mean ^a substantial variation in 
total expenditure, Currcn t Vu t il i iat ion review committees and . 
"Cost control measures ^ar& exer^tirig. st-ro.ng influences for instil 
tutions \o- justify the'lr requireipen ts for nursing personnel, 
and the Hospital 'Cost Containment. Act ^oi . 1977^ if supported, 
will provide even greater pressure (H*R, 6575)/ ' 

Concern and pressure are alio very apparent from within 
the nuraing profession, A recent surV^y among nurses to estab- 
lish priorities in clinical nur.sing resear&h ranked high the 
need for v^lid and reliable methods for establisbing nursing 
staffing patterns that adequately refrfect patient needs and 
cost containment ( Lindenian/ 1974 ) . Moreover ,^^j^anf State Nurses' 
Ass'ociatipns have successfully negotiated fOr staffing ^n^^ 
patient care committees within their institutions. In some/ 
cases, these call specifically |cr the developmen t ^of staffing * 
patterns based on the care requirements of their ^ clientele, ^ 
.-The justification fbr the billions of dollars spent annually on 
nursing services will require that rational planning me^thods 
be used to ensure effective and efficient utilisation of n^jrsing 
resources.. Decisionmaking based, on "intuition/" "pressures/N 
and "precedents" will no longer be acceptable. ' 

Traditionally ^ the determination and allocation of nursing 
personnel rje^urces has telied heavily on global approaches 
which make use ^of) fixed staif^to-^patient ratios* It has long 
' been recognized tfiat these ratios are .-insen\sit ive to both vari- 
ations between institutions 'and ambng individual patients. The 
development of patient classif idation systems as means for 
assessing and quantifying the nUrsing care requirements of 
patients has been recognized as a viable alternative. Although 
not a panacea for all the problems of nurse' staffing, they can 
,and do contribute significantly to the problem of effective and 

'efficient utiliz.ation of nursing personnel* The purpose of this 
V cvonograph is to discuss their development and use them as plan-^ 

"^'nl^ techniques for the ^ieproyment of nursing resources* Most of 
the material presented rolatos directly to the short-^term 
hospital setting, although patient classification in long-- term 
care is discussed. 
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rjurse Staffing for Patient Care 

Staffing is related to t tie numbers and ktnds of personnel 
required to provide care to the patient or. client. Staff ing^ a 
nursing unit requlros knowledge about the elements of a staff-- 
ing program and the teciiniques necessai^ for its planning/ im-^ 
plementat ion , and ^^.eval ua t ion . According to Aydelobte^ ( 1973B) , ' 
/there are four elejientf. staffing programs ' ^. " 

|. A precise statement of the' purpose of the inst £tution<- 
and the services a patient can expect^ from^ it, incj^uc^-^ 
; ing th.e standard and cliarafcte^ist tcs of the care;. 

2. Tt.ie application of a spec if ic. me thod to^^ie termine * the ^""^^ . 
. ^ number and kinds ^ staff 'required to pfovide J^ie care; 

/ < ^ ^ \ ' ■ > 

K The development of as'signment pa t terns.^f or s^aff from 
^-^ ^ the application of pe¥ spnnel g u id el ines , policy s'tate^ 
ments, and f^rocedures; , 

4, An evaluatton of tiie product provided and judgment 
reflecting the impact*> of the staff upon quality* 

Although the purpose of tiiis monograph is to focus on the 
secoEid element the determination of tlie number and kinds of 
nursing personnel required the highly important and complex 
interaction of all four elements is recognized* What is perhaps 
not evident from the listing of tlie four elements of care, but 
equally s ign i f ic an t , i s the framework which pervades the elements 
of staffing. The . framework for this interrelated system requires 
that a model of pa tie n t c a L e be clearly d e f i n b d , F r e om such a 
model, it becomes evident that patient classification represents 
only one of the many factors whicfi must be considered in determin- 
ing nursing personnel resources. Although most of the literature 
relating to patient cl a s a i t i G a t i o n d cJe s not d emo n strata a clear 
association between tiieir use as part of a staffing methodology 
and the conceptual framework from which they were developed, 
\such an association is iinportant. The recent staffing study, at 
San Joaquin General Hospital (1976) does provide an excellent 
discussion of the conceptual framework, and patient care models 
used £or staffinrj can be found in Nadler and Sahney (1969 ^, 
Giovnnnetti (197,5), and Jelinek and DonniR .(1976)/' /' 
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O'.^it: tho past 15 years, a great deal-of attention has 
£ncusod on hospital inpatient ci ass i f icat ion systems for the 
purpose , of nurse staffing determination. The attention has rang= 
ed Crom i.)anic renearcli idGntifyinq the indicators necessary for 
a c L .ifis 1 1: ic a t i r)n rp/r^t-.Mn lo t r i. a I- and- er ru r ar)pl ications at the 




institutional level. Numerous reports and articles have cited 
individual success storres lauding the use of patient classifi= 
cation systems, while others have written of their failures.^ 
it li^cbuld" seem, however, that the real and potential successes 
have outweighed the failures. An estimated 1,000 hospitals are 
presently us ing pat iont-. classification systejns to aid in the^ 
difficult t#sk of determining the quantity of nursing personnel 
required to provide an acceptable standard of patient care, and 
this number is grow ing da i ly , ' _^ . 

The primary purpose, of patient classification is to 
respond to >the variable nature of tRe demand for nursing care* 
It has been frequently demonstrated in hospitals that there may-^^„ 
ba wide swings in the demand ./€of'^"nur^nq care from day to day 
and from shift to shift, and' tha.t these fluctuations are inde^ 
pendent of the number of patients in the patient care unit, 
prtly in patient care units where requirements for nursing care 

-are largely homogeneous, such as in self--care units or in some 
highly specialised care units, is this/not likely to be true, 

'The imoact of this variability is such that the number of 
patients in a nursing unit may not be an adequate indicator of 
the demand for care* ^ Thus, the traditional methods for dete^;^- 
mining nursing -personnel resources based on average care-hours 
per patient-day have, been . found to yield insensitive measures 
of demand* 

The cpnceot of pat^^^t classification entails the 
categorization or grouping of patients according to some assess- 
ment of their nursing care requirements over a specified period 
of time. The assessment may provide' e ither a general indication 
or a precise measure of ^ the. amount of nursing care time involved p 
Bimilarly, the assessment may be directed toward certain Aspects 
of patient needs, such as phyaical care, or relate to the entire 
gamut of= requirements including, in addition to physical care, 
psychosocial care and teaching. Not all assessments of nursing 
.care requirements involve patient classification. This monograph, 
however, deals primarily with those assessments which are used 
for patient classification, throughout this monograph and the. 
related literature, the terms "demands" and "requirements" for 
nursing care are used interchangeably* It is recognized, how^ 
ever, that ''demand" is more appropriately an economic term, 
while . "requ irements" is generally used as a generic term* The 
term "need" * for nursing care is also commonly found in the 
literat:ure but has been avoided here because it suggests eval-- 
uattve ineasures that have yet to be established* ^^ 

Two types of patient classification instrumer^s' are common 
in the nurs inq J: ie Id and have been identified as '^prototype 
evaluation" and "factor evaluation" (Abdellah and W^ine 196 5)* 
The dirference between the two methods relates to the actual 
design of the pa t ien t Qlass i f icat ion instrument* Instruments 
identified as "prototype evaluations" are character ized by 
broad dr:scr Lpt ion?^ and characteristics of the typical patient 
in eagh category.*' They^ are intended to establish several 
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mutually exclusive and exhaustive patient classification 
*categories which ate graded in terms of an ordinal scale in 
which each category represents greater:, or lesser requireme^n ts / 
for nursing care. 'The m'ethodology is applied "by comparing^ the/ 
actual characteristics of\a patient with those described in ^he 
prototype* The patient is classified into that /category of care 
which most closely matches tha prototype descri^ion* 

The "factor evaluation" design involves the delineation of 
specific elements of care for which the patient* is rated inde^ 
pendently. Ratings on the. individual elements^ are then combined 
to provide an overall rating which, when compared with a set of 
of decision rules, identifies the appropriate care category, 
•I^his method also intends to provide mutually exclusive and 
eK4^stive categories graded in terms of an^^ ordinal scale. The 
e^d^ product of the^ ;two types of classification instruments 
res!ults in the assignment of a patient to a specific care cate- 
gory*. The scale for the two tyjps can" also be the same, tou^ 
the difference lies in the method of rating* 

The two types are also commonly referred to as "subjective" 
(prQtotyp^ evaluation) and objective" (factor ^valuat^on) 
patient classification instruments* In the early stages of 
development, it was felt that the - pro totype evaluation with its 
broad descriptions could too readily be interpreted differently 
by different nurse raters, A great deal of subjectivity 
appeared to bo involved , in the selection of the patient category* 
On the other hand,' the factor^ evaluation type, by enumerating 
specific condition states or descriptors, was thought to result 
in total objectivity on the part of the rater* ^ It is now recog^ 
nized that the labels ot "subjective" and "objective" are 
misleading and, indeed, some measure of subjectivity on the part 
of the rater is and should be involved im both types* 

The number of categories or "classes in patient classifi^ ^ 
cation instruments is highly contingent upon the degree of . ^ , 
precision required, and^ the diversity cM the ^care requirements 
of the patients* The most usual is three or four, although some 
instruments h av e been developed with as man y as n i n The 
labels given the categories generally range from Category I(min= 
imal or self^care) to Category III or IV (intense or complete 
care). The indicators or descriptors used to classify patients 
are fairly universal and generally include: factors relating 
to the patient's ability to" feed and bathe himself, mobility" 
status, special procedures and treatments, observational needs, 
and instructional and emotional needs. These descriptors are 
commonly referred to as the critical indicators of care, 
De t e r m i n a t i o n of the n u r s i ng c ar e time a s soc i a ted with the 
CriticaL indicators provides the quantification of thp patient 
classification instrument* This is usually based on tlie 
results of extensive activity studies conducted on the nursing- ^ 
unit, A discussion of thfj critical indicators and the >guan-- 
tif i cation t e c h n i f j e s , a 1 a ng w 1 1 h o t h e r m a j o r i !^ s u n f*^ is- p r e - 
i^Vitod i;u)re fuLly in Hection V of thin niorinc| r ani f » 



The most common appl icat'ion/ of a ^patient classification 
system begins with the^' head nurse classifying all the patients 
on a nursing unit once per shift, Th^s is usually done in a 
predict'iva manner* so that care- requirements for the next shift 
will be determined in advance. Based on ^the -quanti f ication ^ 
identified for each, category of patient, an estimate of the 
direct care .workload is derived. The direct care workloaa is 
then added to the time required for indirect care activities 
and all other nursing personnel ac tiv ities , The result is an 
estimate^oJf the total man^hpurs required. This is matched to 
the man-'hout74 scheduled for that shift, and staff allocation is 
altered on /the basis of the match. Having quantified the care 
requirements of patients according to their designated category 
of care per shift, the concept of^ global average hours 'per 
patient^day as a standard for determining staffing requirements 
is replaced by a method which is more precise and more respon- 
sive.to changes in patients' status. Although some patient 
classification sy'fetems are computerized, most involve -1 it tie 
effort and time on tKe part of nursing staff and do not ^of 
themselves require the use of a compu.te'r. ^ J 

*Ln addition to planning assignments of nursing personnel , 
patient classification systems have been beneficial in a variety 
.of other areas. These includei the organization and adminis- 
tration of patient care units, budgeting for long-range staffs 
ing requirements, admission scheduling of patients, assignment 
of nurses to patients, and as a basis for determining patient 
c^harges* A detailed discussion of the uses of a patient 
classification system follows in Section II. 

Although patient' classi fication systems as methods for 
staffing are far from perfect, they provide measurable improve-- 
ment over methods that leave to chance that the right number of 
nurses will be available to respond to the needs and demands of 
patients at the right time. The major limitation, and frequently 
cited as a ■criticism of patient classification systems, is their 
lack of attention and response to the issue of quality of care. 
Without an acceptable and adequate measure of quality of care 
for nursing service, it is difficult to prove that the assessment 
of patients' requirements for care are indeed representative of 
their true needs, and that once having determined the desirable 
personnel, they in turn will deliver quality patient care.\ 
Another major limitation is the lack of well-defined criteria 
within patient classification systems which can serve to deter- 
mine the appropriate mix or levels of nursing personnel required. 
These issues and others are discussed more fully in Section III, 

Patient classification systems have been developed primarily 
for medical, surgical, obstetrical, and pediatric patients in the 
acute care settings. Similar developments in psychiatry and, 
long-term care are more recent , al though mufch work is still to ba 
done in these areas. There are virtually no applications of the] 
systems in the field of community or home he alt h " c are . Examples/ 
of implemented systems, in a variety of settings are conta^ined irf 
Section IV. 



classification Theory 



An understanding of the theory of classification in 
general is important as it aids in explaining^'the rationale 
for classification schemes / . their principles ^ and their 
purposes. The probess of classifying is defined as the ordering 
dt arranging of objects or concepts into groups or setS/ based 
on relationships among the objects or concepts* This process 
of classifying attempts to gather together similar objects (at 
least conceptually but often ^ physically also) or concepts^ to 
segarate dissimilar objects or concepts, and to provide a de - 
gree of separation proportionate to the degree of d iss imilar ity . 
The relationships am^ong' objects d"r concepts by whircT^ similarity 
^nd dissimilarity can be determined can be based on observable 
or inferred properties (So.kal 1974.). 

/k fundamental problem in classification ^ — ^ and, for that 
matber, in commun ica t ion generalLy is t^at of viewpoint . 
EoiffWent points of view invariably result in different a^ssess- 
ments^^«--to the degree of sim'ilarity of t^o objects or conc*eptsi 
that is, different viewpoints result in different degrees of 
import ance ^ eing assigned to each observable or inferred prop- 
erty affd , hence / in different assessments as to similarity or 
dissimilarity. Consider the matter of waxen fruit used as. a 
table \centerp>iece . From the viewpoint of v isual appeal, waxen 
fruit, rh^s the properties of ^ pentianence (resistance to decay) 
and attractiveness ( the very most attractive fruit can be sim- 
^ulated rather than the usually available run-of-the--mill fruit). 
From the viewpoints of gustation or nutrition , however, waxen 
fruit leaves much to be desired. ^ 

Is waxen fruit very similar to actual fruit? Or is it 
very dissimilar? Of course^ the answer is: "It depends on the 
properties of fruit which are most important to the person 
determining the degree of similarity i.e., on the viewpoint 
of the classifier*" For example^ a nursing administrator may 
desire a cl as si f icat ion .scheme, based on amount and kind of care 
required; the clinician may be more interested in the scien-- 
tific principles of care, and the researcher may consider 
patient care from both perspectives but require further knowl-- 
edge of the dynamics of patient care* Thift is not to suggest 
or limit the domain. of viewpoint/ interest, or concern of any 
one person, but to point out that there are many viewpoints 
and the particular properties selected as the bases for 
classification will be determined by the viewpoint of the 
investigator, ^ * 

The pr imary purpose of classification is thus to arrange 
objects or concepts such that their "true" relationships are 
displayed'. This simplifies relationships between objects 
and between classes of objects, permitting the use of general 
statements about the classes. Classification also permits 
economy of memcDry. The definition or description of each class 



or subclass subsumes the individual definition or description 
of the objects contained within it. The value of a classifi- 
cation scheme lies in the achievement of greater powec^or 
ordering and controlling the concepts involved and the provision 
of convenient labels tg enhance communication. It must be 
recognized, however, that any classification scheme represents 
an attempt to abstract and to order phenomena and, as such, 
probably does (in the eyes of some users) a certain amount of 
violencA to the phenomena- observed. The most that can b« 
expected of any classification scheme is the achievement of a 
minimum overall level of dissatisfaction on the part of its 
users . 

So much for defining the problem of viewpoint =- one of 
'the four fundamental problems in communication, the others 
being those of generics, semantics, and syntax. Classification 
schemes are directed principally at solving the generic problem 
(once a viewpoint is selected on which the scheme can^^ be based ) . 
The generic problem can be expressed by the simile: "When I cut 
off a branch.' of the tree, I expect the twigs on that branch to 
be removed also." By arranging objects or concepts in classes, 
subclasses, etc., the rafmbers of the classes, subclasses, etc., 
can be easily named and related to each other. This permits 
ease of manipulation and a convenient means of information 
retrieval. Finally, a major scientific justification for estab- 
lishing classifications is that they are heuristic; they lead 
to the stating of hypotheses which can be tested. 

J' 

The third fundamental problem — tha|:of samantics is 
concerned with terminology. The terTnin«rogy of a particular, 
classification scheme is closely related/to the standard nomen=h 
clature used to describe the phenomena j/f interest. In this 
mannf^r, patient classification schemes/f or nurse staffing make 
use of the current terminology used tc^- describe the elements or 
components of care. The semantic i#oblem has two facets: 
synonymy and homogi^aphy. Synonymy occurs when two or more^ terms 
signify the same concept (object, A;lement, property, etc.); 
homography occurs when two or more Concepts are ambiguously 
signified by the same word. Consic 

drug therapy, treatment with drugs // etc.. Clearly, the most 
t^ceptabl^ynonym must ^appear Tn^he terminology of the cias- 
siEication scheme, but cross-re fei'ences from the nonpreterred 
synonyms to the preferred one mu# be provided. Now, consider 
the homograoh stock; does it mea/j "inventory," "securities, 
or "soup'base"? The terminology// of the classification scheme 
should make the meaning clear, toften this is done by appending 
a parenthetic^ qualifier to th| ambiguous word for example, 
s tq ck ( i riventory ) . 

The final fundamental problem is that of syntax. The 
terms employed should be syn ta| t ic al 1 y unambiguouB. When a 
m u 1 1 i pi e- wo rd te r m 



fies which other 
spoke of a 



is 
wo rd 



used , ■ i t 
A popu 



one-horned, one-ey;d, flying purple jjeopie eater 
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should be clear what word modi- 
ar song (?) of two decades ago 



Was til is a horribUi creature dangerous to all people =-= or was 
it' a creature defined as being dangerous only to one--horned, 
one-eyed, flying purple people? While this example is of 
course facetious, we are all guilty of ambiguous syntax from 
time to time; care^must be taken in the construction' of the 
terminology in any classification scheme to avoid syntactical 
ambiguity* 

The problems of communication having been defined with 
respect to the process of classifying / let us proceed to the 
mechanics of problem solution* The solutions to the problems 
Of syntax , homography , and synonymy are relatively simple and 
have been indicated above=-in general terms. The generic problem 
^can be solved relatively easily by identifying the classes and 
subclasses into which each concept should be slotted* Unfor- 
tunately, solution of the viewpoint problem is first required 
ao that the classes and zvhalasses can be defined. In practice, 
classification schemes must serve^ d if f erent viewpoints, and 
hence^ach of many concepts may u3ve to be assigned to multiple 
mam clanses and/or subclasses. This results in a polythetic 
classification scheme* - 

_ It is essential that the classifier recognize the 
difference between monothetic and polythetic schemes, and that 
polythetic schemes are required in nearly all real^world cases* 
These two. types of classification schemes have been defined as 

follows : 

Monothetic classification schemes are those in which 
A the classes established differ by at least one prop- 

erty which is uniform among the members of each class. 

Polythetic classification schemes are those in which 
t\\B classes are groups of concepts or objects that 
share a large pr^^portion of their properties but do 
not necessarily agree in any one property ( Beckner 1959). 

Sokal (1974) stated that a corollary of polythetic 
classification is the requ iremen t tha t many properties or 
char ac ter i Bt ics b^ used to classify objects. Once a classifi- 
cation has been established, however, few characteristics are 
generally necessary to allocate objects to the proper class* 
Patient classification schemes for nurse Staffing are recognized 
as polythetic, and their development coincides with the principles 
of this type. Many properties were necessary originally to 
identify the classes, but as they became established, patients 
could be. allocated to the proper classes on the basis of a ver^ 
few characteristics, ^ The relationship between classfif icat ion \ 
schemes bf^sed on many properties and classification schemes 
based on few properties is closely associated with economy and 
precisipn. The former are not likely to be optimal for any 
single purpose, but could be useful for a great variety of- 
purposes* Thus, for practical purposes, special classification 
schemes, based on few although limiting properties, are desir- 
able. 



\ 

It stiould bo einphasizGd that c i ass i t li a t lo n does not 
nBCGHsariiy mean tha t ■ ob-j ect s of a yivon ciifSB or patientB^ 
in a given ciasB are identicai, bi^^rather that they are-more 
Hifiiilar to eacli other, witli rUBpect to cert-am characteristics, 
than -'they are to noniueiiiber h oL the^ciasB. Wlien a ci ass i f ic at ion 
Hchenie is bcuuj (feveioped, t li e^ d e f i ni t ion and selection of iiiain 
classes and subclasses may be evident tru^ the natural structure 
of the phenomona at hand, or they inay be imposed. Considerations 
of practicality and purpose play a major rule in the design of 
of the scheme. Certainly, - the selecteci classes should be 
colLectively exhaustive of the subject-matter at hand, Ideaily, 
each class should be mutually exclusive classes should not 
overlap. "However, it lias already been sh^c^wn that some overlap • 
IS usually una^^uhabJ^ because of variatidns in viewpoint whicii 
must be .iccommod a ted * 

The forinerry attractive notion of nonoverl apping or 
mutually exclusive classes is presently undergoing reexamination 
because the .utility of over 1 apping cl usters appears far pref- 
erable (Sokai 1974). The mystique or unique know-how' of ^ good 
builder of classification schemes is that of how not opiy to 
provide for collective exhaustivity of classes and subclasses, 
etc., but also how to consider ail viewpoints to be served 
while s imnl tanequjU^ achieving as much mutual exclusivity as 
possibLtTV"^ Such an'ichievemen t requires (1) a knowledge of the 
subiec^ matter to be classified, (2) an innate [i) capability 
Tn7 i^^talC to aptj^rox imate initially and then to refine 
LLeratT^^ry the selection of classes which are as mutually 
exclusive as possiblG, and (3) experience in tlie mechanics of 
implementing classification schemes. The last is concerned^ 
with ensuring internal consistency, providing ease-of=use, aiyd 
minimLzimi cost and elapsed time in preparing a classification 
sc fi^Mne . \ I 

Classification is only one lueans to an end, and by itself 
IS of Little value. P at lent classification, as it is discussed 
herein, iia:.^ as its goal t tie "r a t i o n al i z a t io n of at least two ele- 
mentsi how much nursmq effort is required per each patientMn 
a given classV and of what character? Given these data, it is 
ponsibie to project trie overall or total character and amount 
of care whicli need be presided given also data as to how . 

many patia;nts of ^>.^Kd) class must be provided with care. This 
last can r;e eritimut-jd Lor the next shift (or day) based on the 
classes or paTients on hand. It can be estimated for the. long- 
er range (for the next year) -by observing maxima, luininia, and 
mean trend lin-s ni numbers or patients cared for over the l-ist 
s« ■ v e r a 1 ye ai; . ./ 

[)e f 1 n i t ions 

TFie folLt>wing t.erires ar*:.? (hH' u^ied a>; used in thi.s pionogra[)h* 
Sue^- ^Airi (1mv'M. ^ a ni lucii-/ c^ -uj ta" i.b u ^a^) s -i irtior p-i-L d 
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this document, tlieae terms are no4 always consistent. However, 
where poss ible , c3ev ia t ions from these definitions are noted. 

Patiept Classification, or Patient Cl assifica tion Instru= 
f^ents , refer to the tools used " ~to~ g roup o r Categorize pa = 
tients into a number of care categories according to the 
perceived requirements for nursing care time, 

- ' Patient Classification System is the term used to encom= 

pass not only the process' of identification the patient 
classification instrument - but also the quan ti f i-c at ion 
of the categories of care into some measure of the nursing 
effort involved. Most commonly, the quantification is 
based on the nursing time involved in direct patient care. 

Staffing Methodology is a systematic process encompassing 
all the procedures and method^ used to determine the nSnber 
and kinds of nursing personnel required to provide nursing 
care of a prede tetmined quality to a specific group of 
patients. It*includes: the assessment of patient require^ 
ments through the application of a patier-t classification 
instrument, the Im.plemen tation o'f the .system through 
scheduling of nursing personnel, and evaluatiny the^'TTiatGh 
between /workload and staffing, ^ I 

Direct Nu rsing C are Time refers to the time spent by nursl- 
ing, personnel in the presence of the patient and/or^family. 
Frequently this occurs at the patient's bedsidef although " 
not exclusively* 

Indirect Nursing Care Time refers to all nursing care time 
spent by nursing persorviel not in contact with a patient. 
In some studies reported, indirect nursing care time 
refers more specifically to activities away from the patient 
but in preparation for or in completion of direct nursing 
care. In these instances, unit-related activities and 
personal time are considered separately. 



o 
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II. PATIENT CLASSIFICATION • USES 



The most apf|ropriate and significant contribut Lon of" 
patient classification systems as.^^ they exist today luK.i been 
in the area of planning for the Tffeployment of nursing i^ersonnel 
resource.B* They have served to aid in a wide variety ul. other 
functions as well, .The ir ' usefulness , howevGr^ is hitilily con- 
tingent upon the precision of the method selected, tlie degree 
of implementation throughout the health care facility, nnd the 
level of understanding and acceptan.^e by all hospitcil trjrsonnel. 
The following discussion of uses assumes the availabil Lty of a 
valid and reliablo classification system which has be^jn Lmple= ^ 
Nmented in a timely and efficient manner. In no instaiico:^ is 
^it implied that patient classification should replace all other 
types of information. Patient classification inforniation 
should be viewed as a minimum data ^et to be supplementGd by 
other data sources. t ^ • 



Determination and Allocation of Nursing Personnel 



F^idence that there is little correlation between numbexs 
of nursing personnel and patient care workload oh a nursing 
uniit has been obtained ^through numerous studies. This partly 
is due to the unpredictable and highly variable nature of the 
demand for nursing care. Because of the desirability of main- 
taining cohesive work groups, it is necessary to assign a 
quota of nursing staff to;' each patient care^ unit; Matchinq 
supply with demand cannot be achieved ^n an unplanned and 
impersonal manner. The dilemma then is one of determining the / 
number of nursing personnel that should be assignee^ to a nurs=- " 
inq unit and obtaining timely information about when to augment 
or decreasa that number. Patient classification systems can 
have a significant impact in dealing with this dile^timc:. both in 
the Bhort run and for long- term=budget forecasting^/ 

The first application in this area is the determination of 
the baseline or permanent staffing positions required on each- 
nursing unit. When daily patient classification is plc^tted 
over a period of time, the magnitude of the fluctuations in the 
demand, for care can be observed. This information is ii:-;ed to 
aid in determining the size of the baseline staff for each 
nursing unit... In some instances, decisions have be-n based on 
an/estimate of the average workload; in others", the choice has 
been to select minimum staffing levels. Factory^ which need to 
be considered in determining the size of tha^^seline staff in- 
clude: the number of .nursinq units with* similar tyt:)e patients, 
the availability of permanont and part-time nursing personnel 
of all levels, and the policies and practices of the institu- 
tion. In the absence of control measures taken by hospital 
admin Lstrat ion to a 1 1 er .^t he s t och as t i c ^ na tu re of the demand for 
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care, the estimate of the number of patients in e.ach p^atient 
,cattgory for a subsequent shift provides the information 
necessary for augmenting or decreasi/g the numbers of nursing, 
personnel assigned^to each unit, ^ 

Although hospitals differ in the ir ^ appl ic at ion of this 
form of variable staff i'Ag , most have recognized the need for 
such flexibility. ^The most common practices involve traftsfer^ 
ring staff from 1^ workload units or establishing a float pool. 
Since the fluctuations in^ care demands from unit to unit have 
been found to be independent, some control is permitted over 
the size of the float pool which --must be maintained. The 
opportn^nity for at least a^minimum of planning isjafforded by 
the determination of workload in advance of each shift. Much 
discussion has c^^tered on the use of float or relief personnel, 
most of which relates to the question of job satisfaction, 
Indi scrimintdte al location of float personnel can lead** to job 
dissatisfaction. However, if expert ise spec ial ization , and 
^ know^dge of the previous placements of nursing personnel is ^ 
consijiered in the assignment, job satisfaction need notlbe 
lowered (Thomas 1972, Bahr and others 1977), 

The observation of workload levels above or below that 
which can be managed by the scheduled staff does not automat^ 
ically dictate the need for adjustment, A number of other 
variables are significant and siiould be considered. First is 
the recognition that patient classit ication information should 
be used to augment and not replace prof e'ss lonal nursing judgment* 
The presence of nursing students on the unit, an exceptionally 
competent nursing staff, and/or a large number of patients con- 
side.red to be at the lower end of their care ranges may be ^ 
indications that a high workload can be adequately handled by 
the scheduled staff. Similarly, planned inservice educatior>al 
prograrns, new personnel , and other factors may require the addic- 
tion of nursing personnel. Consultation with the head nurse 
should be a part of decisions to increase or decrease the 
n urn be r s of nursing pe r so n n el. 

Patient classification systems have also served to provide 
the rationale for improved cycli^aJ^ staffing programs. 
Frequently, patterns in the daily fluctuations of care require^ 
ments, such as consistent increases or decreases in the workload 
on weekends, are observed, and this information, coupled with 
adr^^ission and discharge patterns,, is useful for improved person-^ 
nel scheduling prdctices. However, many other variables need to 
be considered. A good review of the literature on scheduling 
can be found in the report by Jelinek and Dennis (1976), Cost 
savings may result because of improved allocation techniqiaes , 
but the implementation of a patient classification system should 
not' be used for cost containment along. In many cases, reported 
dollar savings have resulted primarily from staffing practices 
that had maintained high basei ine levels of nursing personnel in 
the units ,i.n anticipation of peak workloads. Many, other insti-- / 
tutions, however, have been found to have an inadequate number 
of basel ine 'staff assigned to tlie nursing units. 



Det-orm ina t ion of Categories ot Nursing Personnel 



Mostly, classification systems do not provide definitive 
information on the appropriate mix of personnel, nor do the 
systems supply Btandard staffing ratios that can be transferred 
from settinq to settinq. A number of reasons for this limitay 
tion c^n be mentioned. First, an unlimited supply of all typ^s^^ 
of nutsinq personnel does not exist from region to region; 
therefore, mixes' of^ten reflect availability. Second, varia- 
bility among .insti'Cutions exists in the^^ performance of personnel 
of the same level. This is partly due to job descriptions 
specific _to institutions and the special in-^house training 
programs which may be provided to personnel. Third, the nature 
Of the "nursing care required may differ from institution to 
institution, involving different complexities of nursing tasks. 
Fourth, the type of care delivery system; for example^ team or^ 
primary nursing may demand specific mixes of st^ff* Fifth, 
the phi^osophy^ of care of the institution has its special input 
bn s ta f f ing size and mix.- / 

Recoqnizing^ the limitations imposed^^by , these caveats, 
individual nursing units and ins t itut ions can use patient class- 
ification informatdon to aid in the formulation of policies on 
the mix of nursing personnel. Some general guidelines frequently 
used include the assignment of intensive care patients primarily 
to registered nurses with some ass istance from other levels of 
staff, or intermediate care patients to licensed practical 
nurses while maintaining registered nurse supervision and the 
assistance of nursing aides. In the absence of valid measures 
of the quality of nursing care, confirmation of the appropriate-^ 
ness of established guidelines is difficult, . 



Planning Nu r s i ng As h i qnme n t s 

Advance knowledge -of the care requirements of individual 
patients can greatly facilitate the assignment 'of ^nurses. It 
has lonq been recognized that individual nurse assignments 
which include patients with widely different care requirements 
Hs undesirable (Sjoberg and others 1971)* Patient classifica-^ 
.tion information permits the assignment of equitable workloads 
as weJl as a mix of pa t lent s** wh ich dc^es not demand widevari-^ 
at ions in the provision of care* The systems > also offer 
information helpful to the assignment of students or new 
graduates to assist them in obtaining work experience. Brya 
and Pierce (1974) and Jenkinson and Weirtstein (1975) outlined 
the use of reporting mechanisms to monitor the equitability of 
nursing assignments and to' provide a log of individual nurse 
exper-ience . - . 

Once again, patient classification information should be 
used to assist professionals in making assignment decisions, 
rather than to dictate these decisions.^ Many other variables 



such as continuity of patient care and special knowledge and 
skills pQssessed by individual nurses must also be considered 
when p^Ianning individuajl nurse ass igfiment s . Recently, Freund 
(1974) reported orva staffing methodology that considers the 
"difficulty" of Rli^siriq activities which can be used to aid m 
in the assignment of 'all levels of nursing personnel. Most ^' 
studies report tha^ the availability of patient classification 
information and i ts,. appl ica t ion to assignment of nursing 
personnel has led_ tfe the improvement '^of staff morale , 
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Effective Personnel Utilization 

The development of patient classification systems has re-- 
suited in the systematic ^valuation dt the methods, procedures^ 
and facilities for the delivery of care. The extensive activity 
stufdies conducted^ in hospitals to quantify the ^categories 
of care and the activities of nursing personnel have provided 
detailed information on the 'practice of nursing care. This 
information has revealed that, in many cases,, the manner in 
which scarce and costly nursing resources are managed coUld be 
measurably improved. The improvements include redistribution 
of the activities of nursing care to reduce the^peak workload 
that occurs during certain periods of each OTlft, Tn some 
cases, changes^ in^ the scheduled times for routine treatments 
and medications and staff mealtime and coffeebreaks have 
resulted in a more constant level of care th roughou t the day. 
Changes in fhe design of the nursing unit and the availability 
of equ ipmen t and supplies can also improve the utilization of 
personnel time, - ^ 

Recognition of the need for more detailed and timely 
information on job descriptidns for all levels of personnel, has 
been identified and has contributed to necessary changes in 
organisational responsibility. The list of alternatives that 
can'proVi/^e more effective and efficient utilization of nursing 
personnel"^ is lengthy. However, the actual changes that occur 
are largely dependent on the commitment of all persons engaged 
in providing care* Some institutions have expanded the appli- 
cation of utilization measures to provide coefficients of 
productivity which can be measured and monitored on an ongoing 
basis. These efforts are closely tied to the use of manage- 
ment repartinq systems. A number of interesting accounts of 
improved . u til jzat ion are available fand include reports" by 
Harris 1l970), Saren and Straub ( 1970 joberg and Bicknell 
(1971), Gabbert and Parkinson (19X4), Clark (1977), Jackson 
arid Kortqe (1971), and Brya and Pierce (1974). 



Charging'^^^fcrients ■ [ ' 

Although it has become common practice f^^hosBitals to 
use n Beparate charging plroceduce for patientA^|^^n tensive 
care units and to a lessOT extent in sel f-^^W^witp.B , some 
hospitals are now beginning to charge patjentSxPn the toasis of 
their nursing care requirements as revealed by iWfe classifica-- 
t ion system (Know! ton and Dunn 1971, fiolbrooK 197^, St, Luke's 
Hospi'tal Medical Center 1974) • EachpC the care categories is 
.established to recover costs incurredf in providing the care 
required to meet the patient's nursing care needs. In this 
manner, a more equitable cost basis is offered to the patient^ ^ 
and the nursing depardffeht becomes correctly identified as a 
revenues-producing department, ^ 

By relatif^ costs to charges, it. is hoped that some 
^contr ibut ion will be made to 'cos\ containment in this sector 
bf health car# ,^%1 iyery i The u-se of a daily patient classifica^ 
'tfcn system for. cliarglr%'^ patients requires a great deal of 
commitment by the hospital/the publiqf'and the. third-pf^rty payers . 
The hospital must s tand^ready to . j ustif y thi pat ients ' Crare 
categOTy and 'ensure th^t the ^service is commensurate with 
the assessment of care requirements P&tential problems that may 
arise because of unan tic ipate^ changes ip a^ patient's category 
and the variances that necessarily occur within each care cat-^ 
egory have yet to be addressed^ The question of accountability 
will become a much more critici'l point of negot iat i(^s4between 
all parties to the agreement. ^ 



^ ^ \ : Placement of Patients ' ^ 

Patiept classification systems can aid in the placement of 
patients on admission to a par^ticular nursing ^unit and in some . 
instances to particular ^eds within a unit* Although the 
assignm^ent of a patient to,\a nursing unit must generally consider 
such, f ac^tors as sex, service/ type of accommodation requested, 
and bed availability, add it ional consider ations may be lased as 
appropriate. Many institutions have established relationships 
with the attending physician and the admitting department so 
that placement also considers the existing level of the work- 
load on the nursing units. The* assignment which i« most 
favorable to matching workload to available staff is selected. 
In this m:ahner, the occasions requiring the relocation af nurs-- 
ing staff to meet the peak demands can be lessened. 

Some institutions have been suCGessful in extending this 
concept to the point of selecting patients for^ admission , 
particularly those scheduled for elective surgery. Although 
admission for elective surgery has generally been on a f irst- 
come=fir'st= served basis, deliberate selection of a patient who 
will require less intense care at a time when workloads are at 



a peak can be' justified , Assignment of patients to particular 
beds within .a nursing unit has also been f agilitated by th%^^^, r 
knowledge of a patient's care category. The Saskatchewan^^ 
studies resulted in a new concept of w^ard organization based 
on patient classification the Unit Assignment Sy%tem. In 
this system^ tKe^*nursing unit is decentralized and divided 
into units corresponding to classification categories. The 
patient's category of care on admission and an estimate of his 
future classification profile assign him to the "unit" within 
the ward most geared to meeting his needs. Since the units are 
flexible^ they can be expanded or contracted^ thus limiting sub- 
sequent movement of the patient (Sjoberg and Bicknell 1969 arfd 
1971) . ' ' 

Finally, patient ci assi f ication can provide a basis for 
deternlning the most effective facilities for providing care. 
The original work in the area of Progressive ^Patient Care focused 
on this point. Althpugh many hospitals are organized to provide 
separate facilities for intensive care^ patients and seit-care 
patients, a patient classification system ^: serves to monitor 
transfer to and from these facilities in a timely fashion. 
Recent developments in patient classification systems in long^ 
term care hold promise for the determination of appropriate- 
programs and facilities in this area. 

] ' • ■ . ■ 

Other Uses 



Many otheif uses of patient^ classification systems have 
been reported^ such as allocating equipm'ent and supplies^ mon- 
itoring li^atients' dependency levels^ and for various research 
efforts. Certain equipment and supplies are needed with 
greater frequency among different categories of patients. 
The Johns Hopkins studies revealed a significar*^ correlation 
between care categories and linen requirements, and their 
patient classification system was used -for many years to allo- 
cate linen supplies (Flagle 1975). Others have reported ^he 
value of patient classification information in establishing 
inventory levels for a wide variety of standard supplies. 

Monitoring a patient's category of care during his 
hospital stay can provide useful information^ such ag indicat- 
ing when a patient could be discharged or transfirred, Goldberg 
and Holloway (1975) suggested that level of care^ rather than 
length of stay, should be the major decision criterion for 
utilisation review. The Oxford studies and those of the 
Hospital for Sick Children in Toronto, Canada, reported the use 
of patient dependency - chains to monitor a patifent's progress 
during hospitalization and to aid in " the assignment of regis- 
terfd nurses (pxford Regional Hospital Board 1967, Jenkinson 
and Weinsteinj5975 ) . Berry (1974) recommended that the infor^ 
mation be used to develop patient recovery models. Knowledge 
of patients* care categories, diagnoses, and day of &tay could 
be analyzed to predict, patient recovery nodels that would 
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provide mare precise data fdr budget and staffing dep^slons. 
Tha modele could also be used by cliaical nurse practitioners 
to anticipate pat;ients* needs for care* ) 

, Many' researchers have used patierit classification Infor^ 
mation to control the potentially .confounding variable of 
diff^rend^es in the magnitude^of nursing care requirements. The 
Medlcus Corporation^ in the development of ^ a methodology for 
rnonitorlng quality of nursing care, used pa'tlent classification* 
to ^Identify and group the criteria selected for ' evaluating 
quality (Jelinek and others 1974)* Finallyv pne of the pur-^ 
poses of ^a classification system is to generate. hypotheses , As 
a result of classifying^ it is expected that questions will be 
raised^ Although the fact that questions ar^^.raised may be 
thought to reflect some inadequacy in tfhe "classification 
system itself^ fehi¥ is a cons tructiv^^rocess tfeftt can iead to 
new insights. 
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III. HISTORICAL DEVELOPMENTS 



The history ^of patient qlassif ication in nursing dat^s 
back to the period of FloMnce Nightingale when an iriformal* 
classification method reflpcting nursing workload was used. 
Based oH intuition, perhaps, the most seriously ill patients 
on %tim large^ open NightiRgale wards were placed closest to 
the ward sister's office-^to facilitate their observation. On 
the ottier hand, those pat ients who could fend for themselves 
' ^vt^nded to be located at ±he far end of the ward, indicating 
their decreased dependency* oh the nursfng staff. As expressed 
by Baar (1973), the prime disadvantage of this approach in any 
broad-based area of applicatlori is the tendency for different 
views to surface as to what constitutes high and low dependency^ 
Moreover, the relationship- between the dependency level of the 
ward and the required staff Ing number s can only be established 
by referring to the exist ing staff ing situation. 

One of the earliest attempts to identify the needs of 
.patients in a 'quantifiable , operational, and comprehensive fash^ 
ion involved a study *bf 50 selected hospitals in New York* The 
notion of a patient classification was perhaps not foremost in 
the minds of the investigators, but the findings of the study ^ 
had a major effect on the development of^ such systems in .the 
ye^rs tp^Jollow* hd a result of the study, the figure' of 3.4 
to 3,5 toxal nursing, hours per patient^aay was recommended and 
became Widely accepted. What was important^ and what perhaps 
was frequently overlooked, was the discussion that followed 
this recommend at ion i 

4 

' The fact that stands out clearly^ however is the need - 
for information based upon sound investigation of the 
factors essential for organizing and evaluating hospital 
nursing service. The recommendation that all hospitals 
provide at least the average number of hours of bedside 
nursing found to be available on the median and typical 
ward units is submitted not because, they are known to b e 
right , but because from the information offered by this 
study it would, appear to be a practical recommendatipn . 
for the present. The next step is to determine what the 
rig ht number of hours of nursTnq for the various cate- 
- go^r 1 cFs of w a fd~p a t i g n t s sh ould be . (tJationfal League of 
t^ursing Education 1937). 

For thG most part, the "practical recommendation for the 
present" was accepted. The figure of 3.4 to 3-5 hours per 
patient^day becaine a goal^ for those hospitals which were below ^ 
that figure and a limitation for those hospitals which were 
above that figure. This marked the beginning of the use of 
global averages as s^tandards for nUrsing cdre. It was many 
years before the next step recommended by the League received 
any s e r io u s a 1 1 e n t i o n . 
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Early* classification Attempts 



The emergence of rising health care costs and manpower 
shortages led to the fitst concrete effort to classify patients 
according to intensities of nutfsing care requirements* In 1947 
the National League of ^^ursin^ Education, in its study of ^ 
Pediatric Nursing , published a four--category factor evaluation 
classification system designed for pediatric patient? (Natipnal 
League -of 'Nursing 1947 ) , The factors considered werei '^(D'^the 
degree; 0f ilineas, (2 ) the extent of activity, (3) the number 
and complexity of treattnents and procedures, and (4) the 
nature of adjustment. Each of the factors was rated In terms 

of intensity, .Using the 'criteria, a 
for each patient showing the degree to 
^ of the four factors. to attempt was 
relate the amount of nurfiing time 
ification of the vpatient , but it was do\ie 



of a three-poiht scale 
profile could be drawn 
which he possessed eact, 
made in this study to 
required to the class 



in gross terms only ar 
determining staffing 



did not provide a serfsitive tool for 
lellah and Levirie 196^) . 



ze6 is unknown* 
League of Nurs^ 



^ ^The extent to. whibh this system was utili 
However^ it likely inf|luenced another National 

ing education study iri 1948 which developed a bimiiar classifi- 
cation system for the assignment of nursing aides (National 
League of Nursing 1948 and 1949), The criteria used -in this 
Study include all of ^he factors in the Pediatric Study as well 
as an additional one relating to teaching or rehabilitation* 
Again^ each criterion had three levels. The profile of care 
requirements fjpr eachipatient was intended tq aid nurses in 
deciding which patiSnt could appropriately receive care from 
the hospital"- trained aides. No mehtion was made of nursing 
involvement in terms of care time in either report. However^ 
thmy are significant for two major reasons. First was the 
notion that there are similarities in care requir]ements of 
individual patients, thereby permitting the concept of grouping 
^patients in clusters* Second, and probably more important, 
was the recognition that the patien^ts* degrees of illness 
(acately ill,, moderately ill, arid mildly ill) do not neces^ - 
sarily reflect the intensities of the nursing care demands. 

The three* levels of patient acuity were again used in a 
study by Wright (1954) ' involving four hospitals during the 
early 1950 ' s /^"^'AOTed_ with the knowledge that f heavy census and 
a shortened patient staFine^nt more work generally, the inves- 
tigators^ wanted to know how ill ..their patients were for how 
much of t^heir stay. Instead of taking the factor evaluation 
cl assi f iqat ion criteria developed by the. National League of. 
Nursing Education, the investigators 'used only the three 
acuity lev els j Acutely ill, moderately ill , and mildly ill . 
In this manner, a prototype evaluation based oh Vthe intensity 
of symptoms was formed and used to classify the ptt,ients* 





At this time, y4nd ^ertainly a strong impetus for the 
conduct of the study, was the increasing competition for man- 
power faced by the^ hospitals. knowledge of the patients* acuity 
level was se#n as/the most feasible, way of determining ^the 
proportion ^of p^fessional to nonprofessional staff .for care 
assigfimenl 

patient is in an acute or critical state his care 
rolve/k almo-st exclusively on professional nursings 
hi^'^condition is improved, his care can in some mea- 
Jure, /be entrusted to less skilled personnel* This is. 
incr/easingly possible with the addition to our staff qf % 
pr^^tical nursesy aides and other assistance. But . 
always the patient's condition controls'the care assigns- 
mints (Wright 1954)^* ; 

/When the findings of several wards were compared, vast 
differences in the percentages of patients' time spent in each 
o^/the three acuity levels were revealed. It *was concluded that 
t)iere can be no ideal pattern cover ing staffing, except as it 
its/ the precise g irGumstances to be, found not, only within a 
ospital, or within a service, but also within a nursing unit. 
This^led to pethaps one of the first attempts to quantify the 
care requirements of patients in each of the three levels. A 
Staffing pattern Was developed based on the amount of time 
spent 9n patient care activities, but again the focus was 
^ primarily on the^ime consumed by each category of nursing 
personnel. The end-product was 'a ratio of prof essional .to non^ 
professional staff and a reversion back to tM notion that one 
nurse can manage X-number of patients. 

The University of Pittsburgh School of Nursing launched a 
study in 1950 to determine the nursing services required by a 
group of medical and surgical patients (George and Kuehn 1955). 
After nine different mixes of nurses and patients had been 
evaluated, a master staffing pattern was devel m U The notion 
of patient classification was considered, and i t( ir^category 
prototype evaluation was identified and establ ; r> d asi "crit-- 
ically ill," "acutely ill," "moderately ili,"^aiiu "mildly ill." 
Patients were classified daily, and time-studies were conducted 
to determine the average care--time per category. The amount of 
care-time within each of the acuity categories was found to 
vary widely. On the basis of this finding, perhaps, acuity 
ratings were used as only one of many descriptors of the study 
unit. Acuity did not become a part of their exper imen^tal 
pattfrhs of different combinations of patients and staff. 

The observations in acuity levels nevertheless are 
significant. The study "reported that a different kind of care 
is often needed for patients classified as mildly ill, since it 
is during the convalescent phase that the major part of health 
teaching is undertaken. For this reason, more time than that 
j required for treatments and medications ordered for acutely ill 
patients may be nocessary* Moreover, patients whose emotional 



reactions are not in keeping with their physical condition, 
even though ,they may be classified as moderately ill /may also 
require as much or even more nursing time than^ those whose gen- 
eral condition 4s considered to be more serious. The study 
concluded that "the degree of physical depend^^ncy was-only one 
factor to be considered in developing and executing the total . 
plans of ^patient care," (George and Kuehn 1955), . 

At about the same time, a proj ect under taken at New Yotk 
University expanded slightly^ the definitions of the threei^ 
levels of acuity ta incorporate not only s^ptoms but also 
references to the patients' activity^ behavior patterns, and 
the necessity of providing specialized skiMs, Patients were - 
categorized according to the prototype evaluation^ and after 
continuous observational studies^ the averaTO care^time for a: 
24--houf period, was recorded (Bernstein and others 1953), It 
appears that staffing recommendations were toen made on the 
^^basis of an average mix of patients which was\assumed to remain 
constant over time. \ 

In 1951^ the U.S. Army Medical Services began experiment^ 
ing in the area of patient classification for nursing care^t 
Walter Reed Army Hospital in Washington, D,C, In various 
studi^i, the classification categories have ranged f rom^^ne 
to three (Glaussen 1955). The classification instrument^-that 
was eventually accepted as the Army method was a prototype 
evaluation containing four categories. Only three categories 
reflected the nursing needs of hospitalized patients on the 
active wards; the fourth category was applicable^ to' the conva- 
lescent patients not generally cared for on the active wards. 
The care categories wer© identified as* " intensi^^e," "moder- 
ate^-" "minimal^" and "supportive," 

The factors found to influence the classi f ication of 
patients were identified as ^ (1) nursing procedural require^ 
ments, (2)^physical restriction^ (3) instructional rteeds^ and 
(4) emotional needs. These factors were incorporated into a 
prototype evaluation, thus restricting the assignment of a 
patient who ^ for example, had high emotional needs but limited 
nursing procedural requirements . Moreover, the lack of oper- 
ationally defined adjectives such as "frequent," "same," 
"more^", and "moderate" used as descriptors limited the 
sensitivity of the instrument and provided little assurance of 
their consistent application. Nevertheless, the system was an 
improvement over the practice of using global average care- 
hours per patient day as the standard, and came to serve as a 
model for much subsequent work in the area. Average hours of 
nursing care required for patients in each category were 
determined by tj.me studies, and when multiplied by the number 
of patients in each category, provided an estimate of nursing 
personnel requirements. The information was apparently used 
for establishing staffing patterns and requirements, and as an 
overall data collection instrument to aid in the management 
functions of planning, directing, and controlling. 



During the same period that the Army was conducting its- 
research on patient classification, the Division of Hospitals 
of the U*S. Public Health Service was developing a four- 
category prototype evaluation for -use in its hospitals. The 
instrument finally developed was similar to the Army system 
but with some exceptions. More factors -were delineated for ; 
consideration in the selection of the appropriate care category 
with the appearance of greater attention to nonphysical nurs- 
ing requirements. The categories were relabeled tQ read "min-- 
imal care," "partial care," "full care," and "complex care," 

A new approach to patient classification was developed at 
the Div^^ion of Nursing Resources, U.S. Public Health Service , 
as part' of a project on comprehensive patient care. In a joints 
study with the Office of Defense Mobilization, the prototype 
evaluation was expanded to a factor evaluation* Six factors , 
were delineated^ (1) "observation," (2) "emotianal^ support," * 
(3) "medications and/or tceatments," (4) "assistance with * 
hygiene," (5) "tests," and (67 "teaching," Patients were rated 
on each factor according to a four-point scale of intensity of 
need. The ratings were then grouped into four classification 
categories. In 1957, the Division of Nursing went a step fur- 
ther by assigning a point value according to a four-point sdale 
to each of the six factors. In this manner ^ each patient was 
rated on each of the six ^factors independently". This reduced 
the opportunity for the raters to be disproportionately influ- 
enced by one factor in determinijig the appropriate category of i 
care. Patients could receive anywhere from a minimum of 6 to ^a 
maximum of 24 points. Ranges v^re established to represent each 
of f6ur overall catiegories of care* "intensive," "moderate," 
"minimal," and "^obtpat lent, department^type" care. These 
quantitative scaling techniques enabled the user to increase 
th^e number of categories if desirable, =' 



Progressive Patient Care 

During the late 1950's, the concept .of patient classifi= 
cation assum'ed a much broader base as the attention ot\ 
hospitals focused toward a re^ganization in the ir approach to 
patient care* The movement was known as "progressive patient 
care" (PPC), which consisted of the systematic classification 
of patients according to their medical and nursing care 
requirements. One of the ^irst investigations in this broader 
area of classification was conducted at the University of 
Kentucky Medical Center (Noback 1958)- The purpose of a classi 
ficatlon system was to determine the type of facilities needed, 
the amount and kind of nursing services required for each, and 
th#proper allocation of patients. The investigation began by 
recordinq all services provided to the patient. Based on the 
assessment of over 100 iterts of information collected on each 
patient, the patients were qroaped into four categories^ (1) 
"critical," (2) "intensive," (3) "standard," and (4) "minimal" 
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V.eare, In contrast with the pre\fious prototype^valuations 
^^'Vhich mmmmmmm6 the critical nature of the illnfts, the def* 

initions relating to th^e new categories stressed the extent 

of services 'required. ' ' . , . 

\_ 

A similar investigation was sponsored by the U.S. Public 
Health Service and undertaken at the Manchester Memorial 
Hospital in Manchester^ Conn. The concep^of progressive^ 
patient care was further^ def ined to include the categoi^^ation 
of patients according to their degree of illness and need for 
care, (Haldeman and Abdellah 1959). Six categories of patients 
were defined r ' "intensive," "intermediate," "self," "long--term, " 
"home," and "outpatient" care. The first three related to 
patients in the acute care setting. To determine a patient^s 
placement in one of these categories, a checklist was used. 
Sixteen criteria were* selected for the factop* evaluation 
because of their sensitivity to the' nursing care needs 
of patients. Mostly, ihmy related to physical components of 
care such is TPR, batn, mobility, and the presence of certain 
condition states such as ^morrhage, level of consciousness, 
and the need for isolation. V 

Each of the 16 criteria had 2 or more indicators which 
were designated ^si (1) "compelling" (%) "moderate," or .(3) 
"contra"-indicators. Each factor was considered separately 
in determining the category of care, not only to asseas a ^ 
patient r^qu irements for nupsing care, but also to determine 
his placement in that area of the hospital most appropriately 
suited to his needs. In addition to the references cited, . 
other so^ces on the early development of PPC include Lockward 
*and others h (I960), Griffith (1964), Gordon and others 
(1966), Weeks and Griffith (1964), and Preston and others 
(1964). The difference between- patient classification instru- 
ments designed for progressive patient care and those designed 
for nurse staffing should be noted; The former cons idpr the 
entire spectrum of patient requirements for services, while 
the latter relate only to requirements for nursing services, 
Although the patient classification for PPC may be useful for 
gross ^estimates of nursing personnel, the instruments are fre^ 
quently insensitive to the precise nursing resources necessary 
for day"=to-day allocation. One of the basic problems is. that 
the PPC instruments focus primarily on severity of illness, 
which does not always correlate well with nursing involvement. 

A major methodological study aimed at obtaining agreement 
between nurses and, physicians using different checklists, high- 
lighted this problem (White, Quade, and White 1967). Lack of 
agreement was found between nurses who used a mult Icriteria 
checklist and physicians ,who used a prototype evaluation, both 
of which allocated patients to self-care. Intermediate care, 
and intensive care. The influence of specific variables was 
tested, and only when the nurses^ checklist had been reduced 
to five nursing criteria, all of which related to physical 
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care, was agreement reached. Although th© new ariterla 

r#sult ad_ua an i mproved^ sysjem for claasifying ^tien tBlntQ 

the three categories of care, the lack of criteria relating 
to emotional and teaching,; Requirements diminishes its appli-- 
cability for nurse staf£in§. ^ 

' Classification Redefined for Nursing 

Developments in the field of patient classification 
assumed a much clearer focus and accelerated much^more rapidly 
as a result of the investigations conducted at the Johns 
Hopkins Hospital, Baltimore, Md,. In 1956, the hosprtal forroed . 
the Qperatio^ Research Division which launched, as one of its 
first studies,^ the developmecit of an optimal organization of 
staff, equipment, and procedures for nursing units. As' part 
of tKe inyestigation, an inpatient study was conducted to 
identify eleme^nts of patient care and to determine th# approx-- 
Imate times to perform them* To ensure a representative sample, 
it was necessary to establish criteria for the selection of 
patients to be observed. The criteria selected included the 
extent of the patients' mobility and emotional disturbance, 
their level of consciousness, the presence of inadequate ^ 
vision, and the need for isolation. Patients were grouped 
according to their possession of these criteria* Then, an 'equal ^ 
,™0.umber of patients from, each' group were selected for observ^a-^ 
ti6n. During the data collection phase, it was observed that 
th^ criteria being used to group the patients were imprecise 
and ther^ were large variations in the care received ^n each 
"group* . ^ . 

At this point, the now well-known classification system 
was developed. The nature of the data collection (continuous 
observation of direct care provided to patients) permitted the 
identification of the elements of care which could be useful in 
isolating patients into discrete categories (Connor 1960, Conner 
and others 1961, Connor 1961A) * The format of the classifi- 
cation instrument closely followed the one developed at the. 
Manchester Memorial Hospital but went beyond patient assignment 
to provide, for the first time, an estimate of the nursing time 
requirements of patients. Although the three^category instru- 
ment contained a list of factors, it was identified as a prototype 
evaluation form and contained a variety of informatiqn relating^ 
to the patient' s ^degree of self-sufficiency as shown in Figure 1, 
page 25* When the check list was completed for each patient 
on a unit, one of the three categories was determined by applying 
a ^et of . specific criteria as^ decisibn rules. The instrument 
was designed so that the nurses could use it with minimum time 
and effort* It took^ less than 5 minutes to collect the informa- 
tion on a 29'=bed wa^d once the patients' names had been completed 
The supervisor coi>ld then assigji the patients to the pppropriate 
category in about 2 minutes* , . 
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The criteria used in the classification were rfostly based on 
observable physical characteristics which presented little,^ 
op^rtuniy. for variability In interpretat i^a among nurses; ' 
A later check of the reliability of the instrument in three 
hospitals revealed a reliability cDefficlent of .92 (Levine^ 1960) 

A second work measurement study involved the continuous 
observation of patlenta after the classification system was 
in operation, and provided evidence of validation. The patient 
classification system permitted care-times to be^ associated 
with the. defined patient classes. This finding led to the 
computation of a direct care workload. The number o^ patients 
in each class was multiplied by the average care-time associated 
with each class, and the products were added to provide an 
estimate bf total hours of direct carq required. Having achieved 
a quantification of the nursing workload associated with direct 
patient carer further study was continued to determine the 
relationship bttween ^his and the total workload. This, investi- 
gation revealed that variations in the direct patient care work 
load did result in variations in the total workload, A staff- 
ing standard based on a fixed number of nursing-hours per 
patient-day was not the best choice tpr determining a staffing 
pattern, A patient-day could be eitWer a class I, class' II, or 
class III day^ and the care needs of each differed greatly. 

The behavior/ of the class lit patients was analyzed further. 
The number of class III patients on the wards was fodnd 
to approximate a Poisfeon distribu tion; and their lengths 
of stay could be approximated by a negative exponential distribu- 
tion (Fiagle I960). The implication of this finding is that a 
large variation in the basic nursing task must be expected^ and 
some action should be taken to address) this variation. The 
alternatives to a fixed staffing allocation system were present- 
ed as being progressive patient cate^ selective admissions, and 
controlled variable staffing. The latter was deemed the most 
desirable course for the atudy hospital at that time and was 
later expanded to provide a staffing mechanism for the hospital. 

Young (1962) worked out a daily staffing patte^^susing the 
direct care index developed by Connor and adding a constant for 
Indirect care. Based on the daily mix of patients in each of 
the care categories^, the total workload for a 24 = hour period 
could be determined* It was suggested that nursing maintain a 
basic or fixed^ staff on each unit to satisfy the daily minimum 
demand. Additional staff could then be assigned to each floor 
on the basis of the relative peaks in demand. This was referrelj 
to as ' controlled variable staffing. The total staff on each 
nursing unit varies according to the total care demands of the ^ 
patients, but control is maintained ov^.^ the amount of supple^ 
mentary staff assigned to each unit (Wolfe and Young 1965). 

Although controlled variable staffing was inextricably 
related to the total workload required, as well as to the total 



nursing hdurs avaliabl©, the role of profesalonal nursing judg- 
ment was not ignored,^ It was recognized that the computa t ions 
vfare based on coefficients that reflected averages^^ and at any 
one time there could be patients whose care needs deviated 
significantly from these. This meant that the actual assignment 
of personnel to the high-workload floors and tfie removal of 
personnel from the low^workload floors should continue to be- 
based to some extent on the experience and judgment of thf 
nursing supervisor. The use of a multiple assignment method 
of estimating the quantitative and qualitative nursing needs to 
improve the applicability of controlled variable staff ing was 
also suggested. The multiple assignment model considered the f 
complexity of the tasks involved in patient care and the. levels 
of nursing personne'l available for care. With the aid of a 
eomputer^ the^ optimal staffing complement to meet the specific 
demand could be de termlned (Wolf e and Young 1965A) , This method, 
however, was never Implemented in the study hospital. 

The patient classification system and controlled variable 
staffing were implemented throughout the hospital, except for 
pediatrics and psychiatry^ shortly after its development 'and 
were ih effect for about 6 years. (Young 1962), Although the 
system was never fully evaluated under formal experimental con- 
ditions, there was substantial evidence that staffing problems 
had been alleviated and that patient care had improved. How- 
ever, the system was eventually discontinued for a variety of 
reasons^ major changes in nursing practices from those that 
existed during the development stages of the syste^m, the 
retirement of several key nursing leaders whb motivated 
and controlled the system, and finally (and of major importance) 
d iff icu^^l ties in obtaining the nursing personnel required 
to maintain the basic and variable staff componentB, Recently, 
the hospital has once again shown an interest in this approach 
to nurse staffing^ Direct and ind ireo^|«are nursing studies have 
been conducted in the department of surgery, and a classification 
system based on the Saskatchewan method has been implemented. 

A:.number of significant findings we re _r evealed in the 
Johns Hopkins study. First was the relationship between work- 
load and census, The investigators were able to demonstrate 
that patient care was not a function of-.gross census alone, 
but rather of the number of patients in each category of care 
present on the ward. Second, the variation in demand for 
nurs ing staff was^Xpund to be large rela tive to the average 
demandf Third, the variation in demand for nursing staff was 
J^ndependent from ward to ward. Fourth, the main determinant 
of nursing workload was the number of class III or intensive 
care patients, 

- -j 

The increased pressures of work on nurses in England was 
also an incentive for investigations in that country relating 
to the measurement of nursing care (Oxford Regional Hoppital 
Board 1967) • A three-category dependency scale modeled after 




the Johns Hopkins classification was developed, and the amount 
of bapic and technical nursing care received by the categorized 
patient^ was measured by continuous observation* The nursing' ' 
care received by the patients in the three care groups was in 
the ratio of 1 to ,2 to 5, the same ratio that was found at 
Johns Hopkins* The Oxford studies also reported that the work- 
load ihdex was much more variable than thf number df occupied 
beds, and it could be reduced but not eliminated by organising 
beds into larger organizational units. Again, these findings ' 
corroborated those at Johns Hopkins,^ 

As an alternative analysis to average care--times, the 
investigators used regression analysis to provide individual 
scores for each of the Individual items on the classification 
form. When all items were used separately, rather than ana-- 
lyzed in terms of three care groups, a fourfold increase in the 
efficiency of predicting the total amount ofi nursing care-time 
was found. The analysis also revealed that incontinence in a 
patient was, by itself, an effective evaluator of the amount 
of nursing care required. According to Baar, Moores, and 
Rhys-Hearn (1973) the Oxford scheme is the one most frequently 
adopted in the United Kingdom, and modifications have been * 
introduced to, meet local circumstances. 
"> 

A review of the historical developments through the 
mid-siKties reveals *^hree distinct phases- in the development < 
of patient classification systems in nursing. The first phase 
represented the period devoted to the search for the appropri-^ 
ate proportion of professional to nonprofessional nursing staff, 
a search that became critical during a period of nursing short- 
age and a heavy influx of many new levels of nursing personnel. 
The second phase assumed ^ a broader context to involve all 
members of the Health care team. Rising costs and hospital bed 
shortages stimulated a conscious effort to ensure the proper ^ 
use of resources. The concept and procedures of progressive 
patient care offered some assurance in placing patients in the 
appropriate facilities. The third phase once again focused on 
nursing. At first the concern was not to find an alternative 
to the standard hours of care which had become almost universal, 
but to effect improvements and efficiencies in the delivery of 
care so that nurses could complete their work within the stan- 
dard, number of hours. The industrial engineering techniques 
used ^^id- indeed lead to improvements, but ultimately led to 
the realization that the standard hours of care based on 
census were not necessarily relevant. A more detailed look at 
patient-days led to the categorization of patients according 
to their anticipated requirements for nursing care. , 

For further details and examples of some of the historical 
developments, there are a number of excellent sources. The 
most Gomprehens ive is a review and critique of 'the literature 
relating to staffing methodologies (Aydelotte 1973). Method- 
ological approaches and problems are discussed by^ Abdellah 
and Levine (1965), Baar and-, others (1973), and King (1975). 



A discussion of the literature in relation to manpower proddc^ " 
tivity.can be found in Levine (1975) and Jelinek and Dennis 
{1976)* The place of patient classification within the context 
of information systems is discussed jby Gue and Freeman (1975). 
FinaWy,' reviews of the contr ibutiori of operations research and 
'industrial ^engineering in the health care field provide refer- 
ence^ to many' patient clasiif icataon systems: (Stims^n and 
Stimion 1972, Wandel and Hershey 1^74, Flagle 1975, and Young 
197^; " 

FoMbwing the developments ^-Vthe JoWns Hopkins Hospital 
and the 0)cford Regional HospitaJ/ Board, a proliferation of 
studies iDegan, Thesfe or ig inated\^f rom a variety of sources, 
but the major impetus came from mufL tihospi tal management 
engineering programs. The California Commission for Adminis^ 
vt^rative Services in Hospitals (CASH) was one of the first to 
concentrate on n^urse staffing requirements. Its approach 
^consisted of th^ establishment of standard times for a large 
^'number of nursing care activities and procedures (CASH 1967 ), 
The CASH approach, ^ used today, is described on page 30. A 
number of other management engineering programs also became 
involved in nursing standards. They include the Hospital Asso^ 
ciations of Massachusetts^ Michigan, Tennessee, Texas, Virginia, 
and Western New York, An excellent review of all of these 
programs has been prepared by Ludwig (1971), 

Individual hospitals and consulting firms also began to 
experiment with these concepts. All were seeking a rational 
approach to the frequently asked quest ion ^ "How much staff 
^3^0 we need?" Many nurses were exposed to the Johns Hopkths 
classification and other systems, and almost without except 
tion, the inst rumwits ^ were initially rejected. Since the 
individual requirements of patients varied greatly, it seemed 
highly improbable that patients could or should be slotted into 
just a few grout>s. Moreover, the classification instruments 
appeared to ignore the components of emotional and psychology 
ical support and the educational requirements of. patients. 
After^some experimentation, however, the concept Of classifi-- 
cation gained acceptance. Users rec^ognized that although not 
always explicitly addressed in the ins tr limen ts , patients' 
requirements for emotional support 4nd teaching were not ignored. 
The next section describes a varif4y of patrent classification 
systems currently in use and despite refinements, the systems 
depart little from the designs introduced in the early 1960 's. 
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IV, EXAMPLES OF PATIENT CLASSIFICATION SYSTEMS 



The following contains a brief description and illustra=- 
tion of a variety of patient classif icat^ion systems. .Mostly, 
those selected for illustration from the hundreds available 
were chosen because they represent a diverse range .of t^he 
approaches available and provide exaniples of systems that have 
been Buccessfully implemented. Moreover, they are character- 
ized by extensive developiBent stages and have frequently served 
as models for many other implemented classification systems. No 
attempt has been made to qritique the methodologies presented, 
|and the reader, is^ encouraged to reviev^ the "Bibliographic 
References" section for additional information, a' number of 
bibliographical references which describe the systems are 
provided, but in some cases, the early publications represent 
initial stages in their development and may describe the 
systems in a more primitive stage than their durrent format. 
The first set of illustrations relate primarily to medical and 
surgical inpatient settings. This is followed by systems ^ 
speciieically designed for pediatrics, psychiatry, and ICU, 
Finally^, a section on long-term care deals with the developments 
in this area. 



Medical=Surg ical CJl ass i f ic a t ion Systems 

The major effort in the development of patient classifi- 
cation systems has understandably been in the area of medical 
and surgical patient care units* The systems have been readily 
transferred to many related speciality units such as orthope- 
dics and neurology, but their appropr iatehess for pediatrics 
and psychiatry is limited. Although examples and illustrations 
are provided in this monograph, - they represent insufficient 
information for implementation. 

Commission for Administrative Services in Hospitals (CASH) - 



CASH began its involvement in 1963 as an outgrowth of the 
Hospital Council and Blue Cross of Southern California to aid 
administrators in improving the cost effectiveness of hospital 
services. One of their first major efforts involved the estab-- 
lishment of time standards for a wide variety of nursing care 
procedures. With information pertaining to the frequency of 
these procedures, standard care-^hours per shift were estab- 
lishe A f our^category prototype evaluation was developed, 

and th^ average hours pMr patient-^day were then distributed 
among the tour care groups. References relating to these 
earlier studies includes Edgecumbe (1966 and 1966), McCartney 
and others (1970), Georgette (1970), and Des Ormeaux (1977), 
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The CASH approach to nurse staffing has undergone nunerous 
ch.anges, and the present procedure differs considerably 
from the earlier warkr although a patient assessment is made, 
the result does, not culminate in a specific category of ^care. 
The assessment form, "Patient Care Requirement Ranges," item- 
izes 12 areas of care, ranging from eating and grooming to 
spec ial treatments and monitoring, and provides 4 ranges, 
indicating the degree of nursing involvement for each area of 
care (Figure 2, page 32), "Nursing Time Rating Sheets" for 
each shift (Figure 3, pag^ 33) are used to quantify the nurs- 
ing time commitment to eaih patient. The column headings on 
these sheets match the 12 vareas of care, artd the 4 numbers in 
each box are the point values which are applicable to the 4 
ranges^of care. The applicable number in each box is circled 
for each patient and then added to provide the total variable 
points. The coefficients for the four ranges in each area of 
care are determrned from previously developed standard times , 
for procedures, > 

^ A ■ 

The assessment of patients' \requirements for nursing care 
closely follows the factor evaluation method, except that'^t-he 
ratings on tlie ind . /idual elements' are not combined to provide 
an overall category of care^ In addition to the variable time, 
a constant coef f ic ien t ^ is d^ermined to quantify the constant 
activities which nursing will routinely perform for each 
patient. Using the^ guide "Constant Determination" (Figure 4, 
page 34), the tiine values entered opposite each task definition 
relate to the hours of nursing time required for each patient 
on each shift. For the missing time values, each hospital must 
determine the frequency of performance o& the task, which is 
then multiplied by the corresponding standard time. When all 
of the constant values have been entered, the columns are 
totaled, and the sums are entered opposite "Total Constant," 
The total constants are then converted to equivalent points by 
multiplying by 10, The variables, plus the constant points, 
are added for each patient to provide the total number of 
points for which staffing must be provided. Each point is, 
aquivaient to 0,1 hour*, and therefore each staff, member who 
works 8 hours can handle 80 points. In this manner, the 
nursing staff is determined (CASH 1977), 

C omm u n i ty Systems Foundation Limited (CSF Ltd,) — ^---^ 

Community Systems Foundation has been involved with 
patient classification systems in nursing for a number of years 
and like other consulting groups in the field of nurse pro- 
ductivity has undergone^, numerous changes in the approaches 
applied, %he' present f our--category patient classification 
instrument bpntains 25 characteristics or indicators of nurs^ 
mg invoivemfe,n t , 'IHie selection of indicators may be tailored 
to each institution and'^RArs ing unit (Figure 5, page 35), 
A guide to theVnterpretation and selection of the appropriate 
determinants, erttitled "M4d ical-Surg ical Patient Classification 
System" (Fiqure ^ page il), accompanies the factor evaluation 
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MEDICAL-SURGICAL 
P_ATIENT CLASSIFICATION SYSTEMS 
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1) Sglf bathe or feed. Arnbulatory. 



2) Sirnple treatments and/or medica- 
tions. 



3) Off Unit for procedures (stop 
here). 



4) Private duty nurse (stop here): 



5) Assist to bathe, feed, or ambulate. 



6) ^Oral or pharnygeal suctioning. 



7) Parenteral fluids. 



8) Above average emotional ^needs . 



9) Patient/ relatives required 
additional teaching, support, 
or supervision exceeding the 
usual. 



DECISION RULES 

M) Patient is "up ad lib" and requires 
no assistance in bathing other than 
usual back care, back rub.- 

2) Patient has only mild symptoms which 
may require treatment or medications-- 
Examples: Hot Packs, Aqua K, Catheter , 

^ Care, simple procedures. 

3) Check if patient is in the OR, or off 
the unit for /another procedure, and 
has been off' for tne majority of the 
shifti stop^classification at this 
Indicator, Tf patient is scheduled, 
but hasn't been taken yet, check 
indicators applidable at the time. 

4) Check for patient with private duty 
nurse requiring support from staff 
nurses for some cares, information or 
relief for breaks. Check other indi- 
cators if a sitter is present. 

5) Check for patients who require assis- 
tance with bathing (self E help), feed- 
ing, or ambul ation. 

6) Includes patients with NG tubes connected 
to suction, and other tubes connected 

to power suction. 

7) Check if the patient has an IV (TKO, 
or intermlttant) , or if patient is 
receiving tube feedings. 

8) Check for patients who are more t^an 
normally confused, anxious, depressed, 
etc., and/or who exhibits deviation from 
his or her usual pattern^of behavior, 

9) Check if patient or relatives' behavior-- 
manifests itself in the need for addi- 
tional nursing involvement beyond that 
usually expected. 



FIGURE 6 (continued) 



INDICATORS 



DECISION RULES 



10) Vital signs more than Q.4h. 



11) Intemii ttant O2 Therapy involving 
Nursing. 



10) Check for any patient with vital signs 
(blood pressures TPR, neuro checks) 
required more than Q.4h, 

1 1 ) Chest pain, etc. 



12) Extensive diagnostic studies, 
treatments or procedures. 



13) Assist with hearingj speech, or 
si ght. 



14) Surgery^-^ returned , 



15) Admit--during shift of admission. 



( 



16) Isolation-^compl ete. 



17) Complete bed bath and assist/ 
complete feed for patient. 



18) Frequent deep suctioning* 



12) Includes patients who require prepara- 
tion for and/or require observation 
following diagnostic studiess treat- 
ments j or procedures (i.e.j arterio^ 
grams i bowel preps, nyelograms, 
epidural blocks s etc.) 

13) Check for patients with major hearing, 
speech 5 or vision impairments, or 
foreign language speaking patients. 

14) Check for patients who have had surgery 
todax and have returned to unit. Check 
other indicators pertaining to patient . . 
at the time. 

15) Check for patients admitted or trans- 
ferred to the unit during the shift. 
Check other indicators pertaining to 
the patient. 

16) Check for compl ete isolation requiring 
gowns s and for patients on protective 
isolation. 

17) Check to indicate that patient requires 
a complete bed bath, and requires 
assistance or complete support for 

f eedi ng . 

18) Check for patients wjio need nasal, 
pharyngeal 5 or endotracheal suctioningi ^ 
or tracheostomy at^^rfest every two q 



or 
hours . 



FIGURE 6 (continued) 



INDICATORS 
i9) 'CQmplex-parenteral fluids. 



20) Unconscious. 



21) Marked emotional needs. 



22) Jfel emetry. 
/ 

23) Vital signs every hour or more 
frequently. 



24) Complex suctioning or irrigatinc 
routi nes , 



25) 1:1 Nursing, 



DECISION RULES 

19) Check If patient has continuous fluids, 
or is on maintenance and replacement, 
rate controllers (i.e., IVAC's), hyper= 
al Imentation, , q. i . d , or greater piggy- 
back IV medications, or varying rates 
based upon symptoms or condition. 
Includes blood or blood products. 

20) Check for comatose or unconscious 
patients. Would,.also include non- 
reactive patient following surgery, 
extensive diagnostic procedure, or ET 
during shift of treatment. 

21) Check if patient is seriously confused, 
anxious, depressed^ etc., or exhibits 
significant deviation from his/her 
usual behavior pattern. This ma^ 
Include patients in the locked rooms. 

22} Check for patient on telemetry. 

23) Check if vital signs (blood pressure, 
TPR, or neuro checks) are ordered every 
hour or more frequently. 

24) This indicator refers to suction tubes 
which require stripping every fifteen 
minutes to one hour, Ruction or 
Irrigation routines si/ch as: sumps, 
Murphy drip, or complex wound care. 

25) Check if a 1:1 assignment has been made 
-using a member of the hospital's 
nursing staff for the entire shift. 



FIGURE 6 (continued) 



Medical/Surgical 

Patients are classified according to the following schedule 

' Indicator #25 checked - Category IV 

• Any indicator 'above #17 and less 

^ than #25 checked " Category III 

• Any indicator above #5 and less 

than #17 checked ^ Category II 

' Only indicators 1=4 checked - Category I 



) 



to fens u re consistent interpretation. Classification is 
performed by the head nurse, charge nurse, or team leaders 
on each shift predictably for subsequent shifts. 

The de terminat ipn of the appropriate category of care 
differs from servi94 to service, with specif ic'decision rules 
for the major specialties. For Oie medical/surgical units, 
the following schedule is applied: 

-4 w 

Indicator #25 checked=Ca tegory IV 

Any indicator above #17 and .less than #25 checked^ 
Category III 

Any indicator^ above #5 and less than #17 cliecked^ 
Category II 

{ Only indicators 1-4 checked^ Category I 

*^ * 

A separate list of pat^-nt characteristics, interpretation 
guide^ and decision rules h/s been developed for pediatrics,- 
ICU/CCU, psychiatry, and (recently) e-+^^nded care. The ped i^ 
atric classification contains four categories of care, as 
does the instrument for extended care. In ICU/CCU, five cat-- 
egories of care have been identified, and the system for 
psychiatry uses six categories of care, the sixth referring 
to outpatient care. 

Both, direct and indirect nursing care studies are used to 
detarrnine the coefficients applicable to each category of care 
and the required number of nursing staff. To determine direct 
nursing ■ care , a profile of the lOQ most frequently performed 
procedures on the unit is obtained. For each patient and for 
each hour of the day, the nurses on the ward record the fre- 
quency with which the activrties are performed in each category 
of care. Standard times are tfien assigned to each activity and 
when multiplied by tiie freciu^ncy and totaled, the^ total direct 
care-time requirements for each patient, provided by. each level 
of nursing personnel, are obtained, - Work sampling is used to 
determine the nondirect care-tines per hour of day or per level 
of nursing personnel. 

The results of the two studies provide the average care 
times per categtDry of patit^nt and per level of ^ personnel. 
Staffing patterns can then be determined using the average 
number' of patients in each category mul tipl led ^by the care co^ 
efficients. Comparing the hours requ ired' wi th the known hours 
available permits the nursing department to assign nursing'' 
float personnel and to exchange-.persQnnel between units. Using 
a computerized nurse management information system, a variety ^ 
of reports, are produced to T^acilitate monitoring staff utili- 
zation apd longer ange planning (Gabbert and Parkinson 1974, 
Gabbert and others 1975, Community Systems Foundation, Ltd, 
1977). (\ " 



Med icus Corporat lOji \^ 

The Medicus Corporation, in Goope.^-^-ion with Rush Pres'- 
byterian^St , Luke' s Medical Center in Chidago, 111 * , developed 
a' four-category factor evaluation patient classification 
system (Figure 7, page 42).^ Thirty-two i nd icators considered 
significant in defining nursing workload and in differentiating 
^one categi^y of care from another are identified OB--tfiis form. 
These range from physical needs to^ emotional and teaching 
needs. Each of the indicators has an'^-assoc iated point value or 
weight, arrived at through work sampling, time study analysis, 
consultation, and acceptance by the nursing service department. 

The total point count for each ^{satient is determined by 
summing the point values of the indicators checked. The total 
points provide the range for the four categories of patient 
dare= 0 to 8 pta. ^ type 1 (minimal care) , 9 to 16 pts. ^ type 
2, 17 to 40 pts, ^ type 3, and more than 41 pts. ^ type 4, 
This workload index i^ then translated into reciuired nursing 
hours per patient. Again, boundaries were established to 
reflect the hours of care required for each type or category of 
patient. This has generally been aGcomplished by determining 
the tot^l average care-hours Beemed desirable and permissible 
within budget constraints and then apportioning the total to 
each of the four care categories over each of the three shifts. 
Both the weights and the average care-times reflect direct and 
indirect nursing care activities. 

On the day shift, the team leader, primary nurse, or 
responsible nurse Completes the classification for her patients 
by using a set of definitions for each of the "Patient Condi- 
tion Indicators" (Figure 8, page 43). Only major changes and 
updates are requir^^by the evening and night shift nurses, 
A predictive modelis used to enable adjustments to staffing 
before each shift. The number of patients in each category is 
relayed to a central nursing office, where necessary changes in 
the allocation of nursing staff for succeeding shifts are made. 
The system has been modified to apply to pediatrics. The Medi^ 
cus Corporation also offers the patient classification system 
as part of an overall Personne l Allocatiori an d Scheduling 
System which involves workload monitoring/, pe^rsonnel scheduling, 
and Allocation and management reporting. Selected references 
which discuss the Medicus system may be found in ^Jolinek and 
others (1973), Brya and Pierce (1974), Jelinek and others (1974), 
and Plumm^er ( 19763. \_ 

Sas katc hewan Hospital Systems Study Group (HSSG) 

s 

The Hospital Systems Study Group and the University 
Hospital of Saskatoon., Saskatchewan, Canada, developed a patient 
clas\si£iGation system during a 5-.year study of hospital organ- 
ization (Holmlund 1967 , Kjoberq and Bicknell ^1968.) . The aim 
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FIGURE 8 \ 

♦ 

PATIENT CONDITION INDICATORS 



Admliiron or Trinsfer - Plac© check mark </f. If admission ©r transfer li^ 
\planfiad for that day^ \ 

\ / . . . . j 

Dlichkrg© - Plac© chack mark (r) in addltldn to other c^ondltlons. If, dis- 
^^arg# t_s gy^oqted to occur that day* 

Age - Self-explanatory* / 

\. . ' ■ 

PON - place check mark If patient is expected to have a private dJty 

nurse at least 2 out of 3 shifts. 

Un^nicioui - If this condition has a gheck mark c/), patient cannot be 
confused or disorientated* If patient Is blind, It would hive no 
useful meaning. If he Is also unconscious. The patient's basic care 
ODUld not be listed as up ad Mb or up with assistance* Teaching 
needs would also be erroneous In this sltuftlon. 

Incontinent - Refers to patient actively Incontlnentt does not need to 
be checked, If patient has IndweMIng catheter^ 

" ' ■ / 
Confjfsed or Disoriented - Patient cannot be unconscious. 

Blind or Nearly Blind - Place check mark C/fj If patient Is relying on 
nursing for needs due to blindness. This would also be checked on 
patient with eye patches * e.g.^ post-op cataract* 

MAPC- 1 so I ette - Refers to patient In Is©latIo[>* 

Partial Immobility - This has no relationship to the patient's basic care, 
e*g., a patient on bedrest may be fully able to use the bedpan, turn, 
reaehj etc* with no assistance from nursing while anotner patient 
may be up with assistance, but require the assistance of 3--4 nursing 
personnel to move from the bed to the chair- 
Complete Immobility - See explanation above. This refers to an even greater 
degree of Immobility- 

Monitor - On monitor or being continuously monitored* 
Respirator - Self-explanatory* 
Extensive Burns - Sel f-e^p lanatory. 

Trach = Place check mark Cv^ for any patient who has a tracheostOTiy* Under 
therapeutic needs one would also check tube care. If this Is being 
done by nursing. 

Bedrest ^ Self-explanatory* Up ad Mb or up with assistance cannot be check- 
ed. If bedrest Is checked* 
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Up Ad Lib - S© If -explanatory. Bedrest ohMp wfth assPftance cannot be 
cheeked^ If up ad lib Is checked. f\ ' ^ ' — ^ 

Up With Assistance - Self-explanatory* Ufedrest or up adXilb cannot be 
cheeked^ If up with assistance Is chicked. \^ ^ ^ 

Bath With Assistance - Self-explanatory. \ 

Bath Total - Self-explanatory, \^ 

Oral or Tube Feeding With Assistance - Self^fxplanatory, 

Oral or Tube Feeding Total - S#! f -expl anator^. 

THERAPEUTIC NEEO^ 
Intake and Output - Sel f-exp lanatory^ 
Specimen Col I act I on - Self-explanatory. 

Tube Care - Place check mark i^) , if patfent nieds assistance with any 
tubes^ ^'Sw suction for trpch, cleaning ^rach tube, irrigating ar 
aspirating nasogastric tube, or I rri gating! foley catheters. 

Wound or Skin Car© - Place check mark (/j. If pitient has dressings, packL 
eta. Skin care will also Include those pafients with decubItU 

Oxygen Therapy - Place check mark If patient receives any assistance 

from nursing for oxygen therapy* 

Vital Signs - Place check mark (v^, . i f patient's vital signs are monitored 
more often than routinely. Vital signs should Include TPR, B/P^ 
NeuroSigns, Extremity Pulses, etc. 



Intravenous - Se I f -exp I anatory. 

Speclak^eachina Need&^^w^^ce check mark (/), if patient ^jj I receive 



Sped a^-^^ach i ng Neads*^ 

/instruction, e.g.-, dlT'^^+^c teaching, pre -op teach ingi 

'Special Emotional Needs - Place a che&k^mark (/f for thofe patients who 

require a greater emotional support ^^^n wou I d.^be expected for aver- 
age patient on unit. 



Prepared Diagnostic Tests - Place a check mark Qs., if tests require pre- 
paration from nursing, e.g, , cardiac cather i 2a<ion. 



MEDICUS CORjpORATlON 
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of the research was to reorient hospital organization atrycture 
ipto direct contact with the patients and their needs. The 
importance of an ins trument to asseBs patients® needs was 
apparent early, -Five majbr components of care were identified 
as critical i^ determining the care requirements of patientsi 
"personal care^" "feeding," "observation," "ambulation," and 
"other^" Each of these components was further ref ined\4nto ,13 
critical determinants which compose the "Pat ien t.^Class if ica t ion * 
Instrument" (Figure 9, page 46), This classification system 
represents a four-category factor evaluation of patients® needs 
for nursing care, with the critical indicators appropriate to 
each patieht being checked on the form* h set of guidelines 
to assist^he nurse in selecting the appropriate determinants 
has been developed, and from thG definitions supplied, the 
emotional and teaching needs of patients, as well as their 
physical care needs, have been apparently considered (Figure 10, 
page 47), 

Extensive, continuous observations of direct care 
delineated four distinct categories of care in terms of nursing 
care-time. These range from Category I (Minimal Care) to 
Category IV (Intense Care), Based on the jfcom^bina t ion of critical 
indicator's selected, the patient is assignTO"''to one of the four 
categories, A set of decision rules, "Guidelines for Inter- 
preting Categories" (Figure 11, page 50i , assists in the 
assignment of the appropriate category. Again, continuous obser- 
vations were conducted on several occasions and in different care 
settings to validate the assignment of indicators to care ^ 
categories (Sjoberg and Bicknell 1969, Sjoberg and others 1971, 
and Giovannetti and McKague 1973), 

For each of the four categories of care and for each 8 
hour shift, average minutes of direct care are determined from 
direct patient care studies. These average care="times are then 
converted to ratios, and when multiplied by the number of 
patients in each category, provide an index of the workload. To 
determine the amount of time per shift that each nurse has 
available to provide direct care, indirect activity studies of 
nursing personnel were conducted. Conversion tables and graphs 
are used to ^relate the workload index to the number of personnel 
required. A manual has been prepared delineating the steps 
involved and explaining the concepts of staffing by this method 
(Giovannetti and McKague 1973). 

The usual procedure is for the charge nurge, in consulta-- 
tion with her staff, to classify all patients early on each 
shift. This is done in a predict^|c manner to estimate the 
staffing needs for succeeding shi^B. The system is first used 
to deterniine the appropriate baseline staff which should be 
apportioned to each nursing unit. To cope with fluctuations in 
the shif t^to--shif t requirements for staff, personnel may be 
transferred from one nursing unit to another, and/or a float 
pool may be used. Although the system was developed for medical 
and surqical nurslnq units, it has been used successfully 
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^ ^ ' FIGURIlpO 



GUIDELINES TO INTERPRETATION OF DETE^INERS V-, 

i) PERSONAL Cj^HE ^ | 

Compl#te Bath: ^ , 

PBtient ii dapendent, uppn tha nurie for his ^complete 
bath. Tt CDuld be that the bed bath ia givart *by the 
; nurse or that the patient requires continual coaching 
by/ tha nursa during the^ bath, ae in rphabil itat ion * 
It could also ba a tub bath or iling bath if tha patient 
raauires continuing assistanea, or if more than ona 
pereon is needed for assistance ^for example, a burn ^ 
bath) . One muit consider aga, general condition, tubes, 
applicances, etc. which inhibit tha patients' ability to be 
indapandent. ^ ^ 

m ^ . ^ 

Basin or Tub with Assistancei 

Patient requirea assistance with washing back and legs. 
Patient needs bath equipment set up, partial asaistancs 
and periodic sjdpervis^Qn and coaching. Patient may only 
nead-'halp to get in and out of tha tub. 

Basin or Tub: 

Patient takes bath independent ly j back may be washed* 
. by nurse , 

ii) FEEDING 

Fed or N.P .0. : 

Fed = Total meal fed by nurse or cpntinuQus supervision 
d u r ing t he mea 1 . \ , 

N,P.O. = Infers tube feeding, gastrostomy feeding, etc. 
Exclude diagnostic procedures, 1 

Partial Help: \ 

Meal tray set up by nurse, followed by partial assiatance, 
but not continuoua supervision or freg^Wnt encouragement 
and teaching. 



NOTE I 



If the patient requires no assistance with feeding once 
he" has received his tray, nothing is marked under the 
FEEDING component . 



J 

Cont inued^-,^ , 



FIGORI 10 (eontinped) ^ * 



iii) QBSBR^fflOF ^^"^ 

N.B*: One must recogniM ;tha diffarence batwan intansiva 

medical therapy and tha patient 's naad for intansa ^ 
nujcsing cara whan intarpreting this componant, Thie 
compGnent shDuld be interpretad vary broadly, 

- t± infers 'observat ion of patient's state of well being and' 
psyehological support to patients / relatives and friends. 
Ineiud'e' the patient's need for explanation and teaching, e,g*,^ 
new mothers, colostomy, diabatio, etc. Consider procedural 
activities in which nursing observation is the basic componant, 
e,g.f vital signs, dressings, i,v, infusions, daeg breathing 
and coughing, madieations, Gompresses, intake and outputi^^are 
of drainage tubes, ^c. " \ ' ^ 

- Consider diagnostic tests, e,g., gastric analysis, lumbar 
puncture, Hollander test, 24-hour urine collection, etc. 

- It/ could includa a confused patient who is up in chair or > 
up walking and requires surveillance at r^ular intervals. 

The frequency of the observation will guide you in selecting 
the appropriate determiners 

CONSTANT to QlH - Above Average or intense 
Q2H to Q4H - Average 

Q4H dx leas ^ Minimal 

iv) AMBULATION 

In bed or chair with position and support i 

Includes a bed patient who requires exercise, position^ 
ing and support with pillows or sand bags at least q2h, 
e,g. a helpless patient following C*V.A, or an immediately 
post-operative patient. Consider as weU the .patient 
who requires the above while in bed but is also lifted 
out of bed and positioned in a chair BID more frequently, 
e,g., quadriplegic, chronically debilitated dependent 
pat lent * 

Bed Rest with BRP or up with Assistance: 

Includes the patient who requires bed rest but changes 
his own position as necessary in bed. This patient 
may require assistance in getting out of bed as well as 
to and from the bathroom. Patients may require 
assistance with' act ivity because of the presfence of 
Lpvine tubes, l.V.'s, catheters, etc., or because of 
their general condition. ( 

' Cont inued ^ . . . » 

-48- " ; • . * ; 




71 

mm 10 (continued) 



Up and About i ' * j 

Patient does not require assistance with .ambulation . He* 
la up as toleratad or independent with the wheelchair. 
He has learned to manage non^restrict ing tubes such as 
catheters, T-tubes, op l*V.'s. A rehabilitated paraplegic 
gould be considered in this group, " = 

N^B^ The two following determiners are above average or intense 
care determiners beeause they include psychological 
support and teaching as we 11^ as procedural activities ^ 
involved, 

i V) OTHER DETEWdlNBRS 

- * . 

Incontinence I 

Patient does not have voluntary control over the 
excretion of bodily wastesfegge faeces, urine, fistula 
,or sinus drainage, or patients with colostomies,' ileos^ . 
tomies or uretarostomiee . 

Pre-Op: 

This column is checked the mornincr__of surgery for all 
patients going to the operating room. Also include-s 
any diagnostic procedures requiring extensive workup, 
preparation of the patient and frequent observation and 
follow-up, a,g. Cardiac catheterization, renal arter- 
iogram, pneumogram^ 



Adaptation of HSSG form, September 1968 
Revised by University Hospital, April 1972 



FIGURE 11 



GUIDELINES FOR INTERPRETING CATEGORIES 



Poss i to 1 1 eomb I net I ens ^of nedoa 



ARE ALL 

hfEEDS 


YES 

t 


MARKED 






MAL7 






NO ' 





ARE THERE FOUR 
OR MORE NEEDS 
IN THE "C*' 
COLUMN? 



YES 



NO 



ANY OTHER 
COMBI fsJATION NOT 
FALLING INTO THE 
ABOVE THREE 
CATEGORI is; . 



YES 





4 



are there two 
Or three needs 
in the "c* column 

AND 

IS "C»* GREATER , 
THAN '*A"? 


YES 

1 






NO ■ 




r 







t . J. 


Catagory 1 


Ml n i ma 1 Garo 


300 




#■ 


Category 4 


- Intens© Care 


004 104 

003' 105- 

OOQ 114 

014 

015 

024 


204 




Category 3 


- AboVQ AyBrago Crtr© 


:003 102 

012 103 

013 112 

022 113 

023 122 

032 123 

033 - 132 
;042 


203 

213 ■■- 




Cr^tegory ? 


* Average Care 



02 I 
030 
03i 
040 
04 I 



I 20 
12 1 
130 
131 



201 
202 
210 
2 I I 
2 1 2 
220 
27 i 
2|2 



301 
302 
310 

'3i i 
3i2 



A - 
B * 
C - 



M I n I ma I 
Average 

Above avoraga and Intdnse' 



Revised July 1972 



in pediatrics^ although alterations in the deBcriptionB of 
; indiaatora are necessary. 

Virginia Mason Hespital 

The Virginia Mason Hospital in Seattle, Washington, began 
its study of patient classification in 1971 (Hanson 1976)* 
Modeled after the structural design introduced bV Pardee (1968) 
earlier in that Stater the system offers four care categories 
in a factor evaluation forrn (Figure 12, page 52), Twelve crit-^ 
ical indicators are* listed on the instrument, and those that 
pertain to each patient are checked. A set of , definitions is 
available to aid in the appropriate selection (Figure 13, page 
53), Two additional checks are already on the form, which 
represents a mathematical loading imposed by the developer* In 
this manner^ the absence of an activity or condition is give|i • 
some weight. After the appropriate checks have been made on" 
the form,. the columns are added, and the column with the high- 
est total powits is the patient's classification, 

^ The classification instrument thus involv^es automatic 
^ assignmen^t to the appropriate care category. The indicators 
selected for the classification instrument wete drawn from a 
list of 72 activities that were used in an earlier direct patient 
care activity study. The 12 activities finally selected were 
found to have high correlations with the total nursing direct . 
care-time when patients were divided into four groups. Time 
standards were^ established for each classification ievel and 
for indirect care, based on the activity study ddta and instru- 
ment testing data* Validation of the classification, system in 
the study hospital as well as in two other hospitals has been 
reported (Hanson 1976). The procedure of validation involved 
direct patient care studies for 3 nonconsecut ive days on each 
unit using self-recording by the nursing staff involved. 

Patient classification is done once on the day shift to 
predict the evening staff, and once on the evening shift to 
predict both' the night and the following day staff. The pre- ' 

•dictions are communicated to the nursing .office where they are 
used in conjunction with other types of information to adjust ^ 
staffing levels. The data are also entered into a computer for 
later analysis, including the monitoring of trends in staffing 
needs. To date, the patient classification system is appropri- 

^ate only to medical^surgical patients, 

SanfJoaquin General Hospital 

A major study recently completed at the San Joaquin Gen^ 
era! Hospital, San Joaquin, Calif. ( 1976 )^, focused on the de- 
velopment of methods for determining the use and effectiveness 
of nursing service personnel. A' conceptual framework for staff- 
ing was developed, and various methods for collecting data on 
nursing activities were tested. The design of the classifica-^ 
tion instrument is similar to the Virginia Mason instrument, 
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ViroiNiA MASON PATIENT CLASS IPICATION 
i 



VMM #12 
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TURN 
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> 


















(v) 












TOTAL 






.5 




CLASS U) 


1 


2 


3 


4 
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FIGURE 13 



VS>QID 

I.V. 
' BATH-SELF 
BATH-ASSIST. 

BATH-COMPL. 

FEED f 

I 

UP s HELP 
DANGLE 

CATHETER 

LEVINE 

TURN 
I If 0 



depinitions f^or virginia mason 
patient/classification 

vital signs include pulse, reBplration aftd/or 
blood pressure, and are required less often 
than four times per day* 

Patient has an intravenous needle or catheter 
in pl/ace, including a heparin lock, 

Patiint requires no assistance with his bath 
beyond provision of equipment or facilities, 

Patifnt requires some help the process of 
bathing but is able to perform a portion of the 
task independently. 

Patient requires complete help with his bath 
and is unable to function independently in the 
process. 

Patient requires assistance in feeding beyond 
preparation of the food (cutting meat, opening 
milk carton, etc.). 

Patient able to ambulate totally without help, 
including getting in and out of bed. 

Patient requires assistance in sitting on the 
edge of the bed, and this is the limit of his 
ambulation activity. 

Urinary catheter in place. Does not include 
other types of tubes. 

Patient has levine or other gastric tube in 
place for sue t ion (not feed ing) . 

Patient requires assistance in turning in bed. 

Patient's intake and output are recorded. 



? 

/ 
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and the quar\tif iclition approach is based on the Saskatchewan 
studies. Figure 14, page 55, and. Figure IS, page 56, provide 
examples of the classification instrument and the guidelines 
used for selecting the appropriate determinant. hn important 
outcome of the study is a soon--tQ-^be--publ ished "Manual To Aid 
Hospitals in Making Use of Personnel" (San Joaquin General 
Hospital, 1978). The manual provides the details of patient 
classification and describes the procedures for data collection 
and quantitication. The manual i^ presently being tested in 
several acute care settings and when available should be a 
valuable aid to hospitals in allocating their nursing person- 
nel resources. 

Pediatric Classification Systems 

The development of patient classif icat ionr systems unique 
to pediatrics was necessitated by the general view that the 
typical medical-surgical classification system could nob be 
readily transferred to the pediatriG setting. It appeared that 
more basic nursing care was required on pediatrics because of 
the dependence of small children on adult support for activi= 
ties of daily living. In addition, there appeared to ^be a need 
for more supportive care tax parents and families. While the 
actual determinants of care used in many of the classification 
instruments specific to pediatrics do not differ greatly from 
the usual medical/surgical approach, the description of the 
indicators is directed toward pediatric examples, and the q^^"? 
tification is necessarily different in many respects. Althoi^ 
'many of the preceding systems have made modifications which 
permit application to pediatrics, the following illustrations 
are taken from stud ies' which focused primarily on refinements 
in this area. 

Children's Hospital National Medical Center 

The patient classification system developed by this hospital 
provides an example of a prototype, evaluation and describes 
six categories of care (Figure 16, page 58). All patients are 
clasBified at least once a day, and several of the units extend 
this procedure to once every shift* The system is quantified 
post facto by distributing the total average hours of care 
deemed appropriate to each nursing unit, according to the averge 
mix of patients on a particular unit. For example, if a total 
of 5.5 hours of care was the established standard for one 
nursing unit, and- if patients were found to be in only categor^ 
ies 1/ 2, and 3, the distribution of 5.5 hours might be alio-- 
cated so that category 1 patients received 1,5 hours; category 
2 patients, 2.0 hoursi and category 3 patients, 2.0 hours. 

Similar calculations are performed for the evening and 
night shifts. A staffing guidw which distributes the total 
averaqe c^re-hours :per category of patient and per shift has 
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Sm JOAQUIN GE^ffi^L' HOSPITAL 



- PATIENT CLASSIFICATION FOm " 

Hospital I Dat^i / / 

Type of Unit? Bed No* i 



^ Unitt 



Day of Study- Patient IDi 

Shift: D E H 



jPATIENT CLASS. X_ HI IV 

Activity 

Independent ( ) 

Bath, Partial 

Assist C ) C ) 

\ Positiofn, Partial 
^ Assi^ C ) C ) 

Position* Cpmplete 

ABsist ^ ( ) C ) 

Diet, Partial Assist ( ) ( ) 

Diet, Feed ( ) ( = ) 

I.V. Add. 6 h or ' 

more or TKO ( ) ( ) ( ) 

Observe q 1-2 hrs. ( ) ( ) 
Observe, Almost 

Constant . ( ) 

Corwients : 
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FIC3URE 15 

SPECIFIC GUIDELINES FOR CHECKIN^ ACTIVITIES 
Items indicating needs for care I nstruct ions 

(1) Activity Independent Check if patient takes own 

' bath ( basin at bedside ^ 

tub, or shower) with mini- 
mal superv ision; manages 
own personal hygiene even 
, ^ if on maintenance I,v,/ 

catheter, etc*; moves from 
bed without help* Do not 
check if any of the follow^ 
ing items number (2) through 
(6 ) are checked , 

(2) Bath, Partial Assist Can start own bath, but not 

complete it. Needs help to 
get to shower or tub, and 
superv is ion and encourage- 
ment during bath. Do not 
check if patient needs help 
only to wash back* Do not 
check if parent requires 
complete b^Broath . 



(3) Posi'tion^ Partial Assist 

(4) Position^ Compiete Assist 



(5) Diet, Partial Assist 



Can assist in turning or po- 
sitioning in bed; cannot 
move independently from bed 
to chair. Needs help in 
maintaining -proper alignment 
(e*g., traction, foot board). 

Needs complete assistance in 
turning , posi t jning , and 
propping in bed or chair. 
This item also assumes pa- 
tient cannot help with own 
bath. Do not check both 
"Partial" and "Complete As- 
sist." 

Can feed self after help in 
open ing cartons , cu tt ing 
mert, etc. May require su- 
pervision and e n G o u r ag erne n t 
to eat . 



(6) Diet, Peed Must be fed, or may need con- 

stant supervision and encour= 
agement due to swallowing 
difficulty. C3astric gavage 
- or qastroBtomy' tube feeding. 
Do no t c h e c k b o t li "Partial 
Assist" and "Fe^." 



FIGURE 15 (continued) 



Items indicating needs for care 

(7) I.V, Additive every 6 Hours- 
or More, or I.V. to be Kept 
Open 



Observe every 1-2 Hours 



I nstruct ions 



I,v. to be kept open (TKO) 
which requires frequent mon-- 
itoring may be checked here 
even if patient is indepen^ 
dently active. 

Requires symptom observation 
and monitoring over and above 
I.V. checks and every 2-4 
hour vital signS/ e *g . , hour-- 
ly 'output, 15 minute neuro-^ 
logical checks, vital signs 
until stable after surgery 
or diagnostic procedure* 



(9) Observe, Almost Constant 



Above reasons, plus special 
'equipment , or problems re- 
quiring almost constant ob^ 
servation* Do not check 
both "Observe" items , 



Weighting Factors 



Totals 



Comments : 



San /foacfuiii Goner 



Pre-existing checks in Col- 
umns I and II are to be 
counted in the totals* 

Add the number of checks and 
enter the total of each col- 
umn, retaining the ,5 weight- 
ing factor in Column XII* 
Then cirle the patient class-= 
ification (I, II, III, or IV) 
at the top* If the columns 
have the same total, circle 
the higher class i f icat ion , 

The highest total possible 
is 5*5, which could be summed 
f o r Co 1 um n 1 1 1 * 

Use this space to record spe- 
cial situations which may 
warran t a h igher class i f ic a- 
tion than -is circled. 



\ 



FIGURE 16 



CH\ILDREN'S HOSPITAL NATIONAL MEDICAL CENTER^ 



NURSING DEPARTMENT 
PROCEDURE AND POLICY FOR CLASSIFYING PATIENTS 

N 

DIRECTIONS FOR\USE OF CLASSIFI CATION SHEET * 

1, All patient^ will be classified once daily on the day tour 
of duty* The complete report is sent to nursing administra- 
tion by 1^ 00 p ,m/each day. The ICU, NURSERY - ICU, AND 3 
GREEN (^URN) UNITS WHO USE CATEGORIES 3-B , 4, 5, and 6 
SHOULD CLASSIFY PATIENTS EACH TOUR OF DUTY, Classification 
reports £or evening and niqhts must be sent to nursing ad- 
inistration by\9^00 p.m, ^ ..d 5^00 a.m. to allow time for 



m , ^ ^4^5 1 
be .aJfe , 



Staffing adjustments to 

'\ 

Changes in patien\t census and/or condition occurring after 
the classification shift is completed must be telephoned to 
nursing administration so that staffing adjustments can be 
m ad e wh'e n i nd i c a t e d . • 

\ 

The Classification Report should be used by all nursing 
units on the evening and night tours of duty, to document 
for the assistant directors, unstable patients or any un- 
usual patient or uni^- problem. However, all patients do 
not need to be listed! and patients listed need not be clsas^ 
sified unless their classification has changed since the\day 
tour of duty or they are new admissions or transfers, j 

^-ilnfantB six (6) months and under should be classified in 
] /"Category III" since they meet few oi A.D.L. by themselves, 
l/patients three (3) years and younger should be classified 
Vin "pategory II or III", never "I' 

\ 

CATrilGC^Y^T I 




Pa tifentj requires minimal, nursing intervention and can meet all 
of: t n*rW-t*^^^£y5 of daily living (A.D^Ij,') by himself. 



EXAMPLE I Patient awaitin.] ciischarge, over 3 years or with a 
patmn t . 



CAT EGORY 1 1 ; 

Pati^^nt requires moderate nursing intervention and is able to 
meet some A.n,F,, by himself. Constant Care patients are clas- 
si.fi*:;H in t}ii5^ category to allow staff time for supervision of 
hh^ const diit care nurse* 



FIGURE 16 X^GOrttinued) 

EXAMPLES I 1) PRN oral or nasO'phkrynge#l suctioning 

2) n/g tube to suction ,= iy^ 

3) isolation (protedtio^ or otherwise) 

4) semi-conscious \ 

5) stable post-op patient 

6) patient in hip spica dr traction with limited 
mobility 

\ 7) cbntinuous I/V \ 

\ 8) constant care patients \ 

\ " ■• " 

category\iii A - 

Patient requires much nursing intervention and can meet few of 
A,D*L/ by himself, _ . . \ 

EXAMPLES! l)-.post-o^p patient with l/V, hemovac, etc* 

2) Wital signs every three hours or more frjE- 
quently ^ 

3) cbntinuous oxygen therapy 

4) cf^s^e observation for: impending hemorrhage^ 
h ypp- hype r n s io n 

\ 5) cardiac arrythmias, seizures, behwioral man- 
agement, chest or abdominal tubes , unconscious 

CATEGORY lII-B - 

Intermediate Intensive Care patients requiring more than normal 
\nursing intervention and can not meet A,D.L*; requires staffing 
piL^tern of 3 patients to 1 nurse. 

1) premature requiring frequent monitor of vital 
signs, nipple and/or gauge feeding 

2) oxygen therapy 

3) suctioning to maintain airway 

4) monitoring for cardiac arrythmias or irregu- 
lar respiration 

CATEGORY IV: ■ ^ 

Comprehensive care = patient requires constant nursing inter- 
vention and cannot meet A.D.L,; requires staffing pattern of 2 
patients to 1 staff member, 

EXAMPLES I 1) vital signs every one hour or less (TPR, B/P, 

^ ~ neuro, I & 0, rhythm strip) 

2 ) chest tubes 

3) permanent pacemaker after 24 hours 

4 ) cvp 1 ine 

5 ) frequent deep suctioning 

6 ) unconsc ious 

7) marked emotional needs 

8) tracheostomy care - 1st 4 8 hours 

9 ) continuous oxygen therapy 

10 ) close observat ion for : impend ing hemorrhage , 
hypertension and cardiac arrythmias 
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FIGURE 16 ( Gontinued ) 



CATEGURY V i 

Critical Care ^ Patient unable to su^cain A.D,L, by himself; 
..unstable condition and nursing activities require staffing pa t-- 
tern of 1 : 1 , 

EXAMPLES ■ 1 ) 1 ife-- threaten ing arrythmias 

2) permanent pacemaker first 48 hours 

3) patie'nt with pacing wires being paced (con- 
tinuous or intermittent) 

4 ) shock-sept ic , hemorrhag ic , card iogen ic 

5) major mechanical equipment respirator, CPAP, 
etc * 

6) ' monitoring vital functions every one hour or 

more frequently 

EKG ' f,^ 
arterial monitor and flushing 
drainage - urine, chest, gastrostomy 
neuro s ig ns 

monitoring of multiple in ter^card iac pres^ 
^ surpci 

7) peritoneal dialysis 

8 ) endotracheal tube 

CATEGORY VI 

High Risk ^ Unable to sustain A,D,L, and requires more than one 
person to care for him at a time. 



EXAMPLES 



1) 2 or more cardiac or respiratory arrests with- 
in 2 4 hours s 

2) massive hemorrhage. 
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been developed for each nursing unit to provide a rapid deter-- 
mination of staffing requirements. Deviaticnis from the average 
number and mix of statf are noted^ and adjustments are made on 
the basis of this information, coupled with the judgments of super- 
visory personnel. While this metiiod does not completely satisfy 
the question of validation of the patient categories, it has been 
useful where establislied standards and practices hiave led to an 
accepted total average hours of care per patient. 



Hospi tal for Sick Children, Toronto, Ontario', Canada 

The systems enqineering department of tiie Hosputai for 
Sick Children, Toronto, Ontario, Canada, has developed a factor 
evaluation patient classification system for the qu^antative 
inuasurement of nursing care (tJeufeld 1974 , Jenkinson and^ 
Weinstein 1975). "NARVEL," the acronym for Nursing Attention 
Requirement Level, was developed after extensive studies ot 
nursing care. It estimates the amount of nursing required for 
eachi patient. Validated against continuous observations of 
direct nursing care, it is used to forecast nursing needs for 
a 24-hour period by estimating tlie workload on each*nursing 
unit. The rJARVKL Classification Form (Figure 17, page 62) con-^ 
sists of five major components of care: (1) feeding, (2) basic 
care, (3) supportive care, (4) observation, and (5) therapy, A 
sixth component, location, applies only to some children {oper-= 
a t i ncj room , i sol a t ion , e tc , ) , 

For each of^tliese components, a range of determiners may be 
selected, and a guide for the selection of the appropriate 
determiner is available ajid used by the nurses to efS^ure correct 
use (Figure 18, page 63*. Reliability tests confirmed high 
atjreement ainong nurses, and a ccfiitrol system ensured continued 
accurc|cy and consistency. A coilipu ter^ ass i s ted operation pro- 
vides each nu^^sing unit with: a daily classification sheet which 
contains the names of all patients. The nurses on the unit 
designate the appropriate determiners for each patient, and a 
clerk then qalculates the NARVEL index (representing minutes 
at: time tor giving direct care) for each patient. Staffing 
decisions are assisted by calculating individual workloads 
for all nurses. T[ie system is operational in conjunction with 
a quality of: care system developed along with the assessment 
study (Weinstein L97b). Although studies are still being 
conducted at the hospltaL, to date tiiey have been unable to 
demonstrate a relationship between staffing and their quality 
of care assGssments. 



'cii L a tr^ic Cl as s i t ic a t in n SyB terns 



date, thure does not exist a widely used or accepted 
...I r i . ■11 L *.:1 uns 1 1" LC ui t ion f^y s toi^i for pq vch i a t r ic pa t len ts . Al the muj ii 
nevt;ral atternjts uiL c 1 u'/e I o[.'!;iui 1 1 ii u'. bo^:n made, tlie obstacles 
int)...;: t-j u^' iiwrrj L ■ ) rm i d u: d. f:i\.ir\ M,os'- i.n oth^.M/ special ty 
'^^UaH 'tIim aHi-dLcatiun of m ^;d m ■ a i -= s u .-g lc ai c lassl C icat ion 
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FIGURE 18 



D E T E EMI N E R S 

FEEDING _ ^' ^ ' • 

■1. reiPARES SELF FOR hffiALS, FEEDS INDEPINDENTLY. Does not require any nurilng aaslet- 
inc6 once he recalvei his tray, 

2. f^EDS TO BE PREPARED FOR hffiM.^ FEEDS SELF, NlEDfi FOOD CUT OR ARRANGED , GROUP SUPER- 
VISION, N»P,0. Feeds lelf but needs bed rollei up, overhead table poaitlonadj food 
Gut or arranged; or li fed by parent or voluntaer. 

3. 30 MINUTES OR LESS PER hffiM., INFANT FEEDING, CpNTINUOUS NURSING ATTENTION TO FEED, 
ENCOURAGE OR SUPERVISE OLDER PATIENT. Patient Is dependent on nurse for feeding (any 
type) or requires continuous peraonal supervision or encouragement from nurse-. 

4. MORE THAN 30 MINUTES PER MEAL, Infant slow feeder, or exceptionally alow requiring 
continuous meal time supervision from nurae,.^ 



BASIC CA_RE 

1/ INDEPENDENT FOR PERSONS. HYGIENE, Manages wheel chair or walking, fixes appliances, 
without any attention from/nurse^ 

2. NURSE PREPARES NECESSARY ITEMS, SUPERVISES OR ASSISTS WITH BATH , PATIENT NEEDS LITTLE 
' OR NO HELP WITH AMBULATION OR DRESSING. Patient may be up or on bedrest ^ but can do 

most of his own care if nurse brings basin, supervises him. May need nurse to wash 
his back or ^provide minimal assistance with ambulation or dressing. 

3. BATHED BY NURSE, ASSISTED WITH BATH AND ALSO WITH AMBULATION OR BOWEL OR BLADDER 
ROUTINE. Toddler or easily positioned inf ant = Includes simple qlh, q2h, turning* 

4. COMH.ETE BATHING PLUS qlh, q2h TURNING, POSITIONING, SKIN CARE. Includes infants for 
whom positioning is time- consuming due to special attention to tubes, dressingp or 
frequent linen change and/or skin care. _. __ _ 

EMOTIONAL AND SUPPORTIVE CARE 

Emotional or Supportive Care Is time spent with child or parents, in conversing, listenl.ng 
to, discussing, reading with, comforting, walking for social reasons, holding, cuddling, 
playing with ... It is nursing time spent s.o.lely giving supportive care, and It excludes 
time giving supporC concurrently with other nursing activity such as feeding or bathing. 
It has two aspects: (i) the time given to promoting norii^y growth and development of a 
child and/or to teaching the parent some aspect of this; and (ii) the time given to deal- 
j Ing with anxiety or with disturbed behaviour, 

1 There are three observed levels at HSC, Out of ten children four are at Level 1, 5 at 
I Level 2, and 1 at Level 3, 
i Level 1 

I Patient and/or parents are coping saCisf actor ily with child's illness and hospital stay. 

I Nurses provide usual support considering child's age and hospitali^a Cion, Patient provides 

j own dlver'slon or is getting adequate attention and support from parents and/or other 

I hospital staff, 

I Level 2 

' PaElent and/or parents require help with specific emotional or Ceachihg needs, which may 
' be noted on Care Plan* More help in adjusting (explanations, discussion, demonstrations) 
I is planned. Examples; 

I starting isolation admission explanations discharge InsErueClon 

follow up information toddler with moderate separation anxiety 
anxious mother, but can accept explanation or discussion. 
Level 3 

Developmental, diagnostic or n^Klety problems demand a lot of nurses' time. Examples: 
' complexity of condition causes severe anxiety patient I- critical condition 

multiple trauma admission patient 'parents need much teaching 

toddler wUh geparaclon anxiety cannot be comforted intensive pro^op care 

stage of terminal illness acute psychological problems 

behaviour disCurbance infant deprived of maternal care and nurse \^ 

surrogate mother (especially long=stay patient). 



prnuRK IB {continued) 



— ^OBgERVATlON— — - - - — — 

1. OBSERVATTON QF HFHAVTOLm IS LESS OFTEN THAN q4h, Patient requires infrequent 
vlCal si^n^, or oCher nurses' observations. Includes normil obsepvacion of 
lignSj symptomSj behaviour, 

2. q3h or q4h INTAI^ & OUTPUT, SEARCH OUT OR TEST FOR SPECIFIC SIGNS & SYMPTOMS 
q3h, or q4h . Vital signs or^ocher observaEions recorded q3h or q4h. Stratght'- 
forward Incake 4 Outpuc. Record specific observations not observed in course of 
other activities, 

3. qlh, q2h FREQUENT OBSERVATION, SUPERVISION, IV, " Vital signs or Other nursing 
observations recorded. one to two-hourly. Observation of respiration, of safety, 
of behaviour. NorTnal monitoring or regulating of IV. Intake & Output involving 
frequent nursing atcencion or weighing of linen. 

4. CONSTfW OBSERVATION, q^h. Vital signs recorded more frequently than qlh. 
NurHing observation of clinical status on minute- co-minute basis. Nursing 
supetvi^ion of behaviour on TninuCe- to-minute basis. 



|— THERAPY ^ — — — - ------- ■ — ^— --- 

Note; This component refers both to nursing actions necessary to 

the medical plan of care and to specific nyrsing therapeutic 
measures. The nurse tnay eiEher be doing them herself or be 
teaching, working with patient or parents. Determiners below 
should be selecEed on the basis of total nursing time needed 
to meec the patient's requirements. If two nurses are 
required to c.irry »jt total procedures , estimate double the time. 

1, NO TRHAT>fENT, or FRN ONLY. Patient requires no medications or therapy from 
nurses J or receives them on a prn basis only. 

2, SIMPLE, BRIEF THERAPEUTIC MEASURES {TOT/VL TIME 20 MINUTES OR LESS PER SHIFT) 
Includes easily administered medications, simpl.^ dressing, or other procedures, 

3, STRAIGHTrURWARD THERAPEUTIC MEASURES (25 45 MINUTES PER SHIFT), One major 
procedure, or two or three requiring 15 - 20 minutes each. 

4, INVOLVED THERAPUETIC MEASURES (TOTAL TIM_E 1 to 1^ HOLFRS PER SHIFT), 

5, M^XNY or COMPLEX THERAPEUTIC MEASURES. Patient requires procedures which Cake 
extreme amounts of nursing time, due to number , duration, or complexity. 
Includes complicated IV therapy » burn bath requiring two nurses for more than 
one hour, etc. 



LOCAL ION Note: Check only if appl ica 1 1' — 

1, ISOLATION Staff must scrub and gown, special treatment of materials and 

supplies or items leaving room. 

2, POST-OP RETURN TO WARD, Includes an%' operation or procedure which will require 

repeated checking of vicril signs on return to ward. Do not circle 
this determiner if patient will likely have vital signs checked 
only once on return, or If he is expected to go to iCU post- 
operatively, 

3, ACCOMFANY OFF WARD Am REMAIN WITH PATIENT UNTIL RETURN. Circle this if the 

patient is scheduled to go off the ward, requiring a nurse to 
accompany film and to remain with him until he returns. 
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insttrunenta in short-term psychiatric units has been reportecl, 
but the oractice is not widespreau. As was discussed in ped i= 
atnc ciassi f ication systems, the critical indicators of care 
are not universal* In Large psychiatric care institutions which 
serve both short-term and Lonq-^ term-care patients, claasifica= 
tion lias been generaily iimited to systems which iden t i f y ma jor 
types of care for patient placement, for estabLishiny global 
staffinq standards, and fon program planning. The following 
discussion of methods and studies is presented not as a sample 
of definitive psychiatric patient classification systems, but 
as a review of' the state-of-the-art. Many developments are 
presented beeause of tiieir ini[;urtance pursuant to future work 
in this area*" 

St* J:[l L^abe th '_^s_Hospi^tai 

Ijuruuj tlie early 196U*s, a 12-category classification in- 
iitrument was developed at St, Hlizabeth*s Hospital in Washington 
D. C * ( Abdellali and hevine 1965). The prototype instrument ,wh ich 
applies to [:)atients not oLigible for immediate discharge or 
rehabi I icat\oii closely resumhles the classification instrumonts 
designed for progressive patient care. The classification 
information is used primarily for placement as an inventory 
If. ^r. ^-..rinine and support budgeted positions. 

Atiiipiji is trat m^f^ 

1 our-ca tegory prototype classification modeled after the 
; , BrookB Army [lospltal System is used in a number of 
e;.ans- Administration hospitals. Specific criteria and examples 
^jutiined for psychiatric patients {Figure 19, page 66). 
use of the patient c 1 ass i L icat ion information for tlie daily 
.■termination and ailf^cation of r\ursing personnel at the unit 
■ institution level appears to be limited, because staffing 
-ioh are prinarily established by the cencral office* Mdre^ 
,r, use of the instrurent is voluntary, and ratei^ reliability 
Le^;tlrlg is not routinely monitored. ^ 

L~-\ ifornia J^epa^tiuent of Menta^ llZ^ ^^-0^ 

In 19b7, the California bepartment oi Mental He;.iLth 
[published A two-v^jlum'-' refjort on staffing standards whiuii con- 
.tamed a [jatierit assesshient instrument* The system, identified 
as "SCOPk'," an acronym 'for Staffing the Care oF Patients Kffec- 
tiVQ\/f pr^jViLles a mecuis tor Ldr:ntifying ttie cure retju i remeii ts 
of resilient [jatients aiul converting the r equ i rerien ts intc) work 
b)Md through the application of standard time values. Although 
th*^ putieiits are nu': assigned t^) categories of care, tliey are 
,j;;:;..e;:.;MT Ln each of threr; ar^-jas, 'I'iiese include i (1) treatment 
prnui-uri, { (i-Lly I i v mig , ^u|d <>) (ioMmjiMary care functions. 
Tfie asseesmerit f'>rm l nc I ude 1 1 le putient's lev^jl d f cJependence 
in aetivities o i: cJuLiy Living, stcitus in terms o \' mentally ill 
or m^-ntally retarchKl, negu^Micy of med ic a t lc his , ^^^Ai^vJioVr wind- 
i.;.iL L•Jgli:l^J^, physi.eil ; ^ . i ; iC i . ; ..i ee , .'i-i ! ■ t'-sl seu" !-riM^-=- 



VETERANS ADMINISTRATION CLASSIFICATION OF PATIENTS 
ACCORDING TO THFITR NURSING CARE NEEDS 



Category I Psychiatry 



A patient who requires intensive nursing care. This requirement 
will be manifested by: 

1, A patient who shows extreme symptoms, physical and/or 
emotional* This patient is completely dependent upon nurs- 
ing personnel to provide each aspect of physical care^ i.e,^ 
bathing, dressing, feeding, elimination and other suppor- 
tlve care. 

2. A patient whose behavior pattern is overt and exagger- 
ated. This behavior will manifest .itself in extremes of 
mood, sensory distortion, which interfere with normal ac- 
tivity and may produce combat iveness , ideas of suicide, 
impulsive behavior, withdrawal, Tnability to cooperate, 
and inability to communicator 

3. A patient whose activity must be rigidly controlled 
because ^of physical incapacity and/or psyGhotic, or neu- 
rotic distortions in order to protect the patient and to 
fulfill the therapeutic mission, 

4, A patient who requires continuous treatment and/or ob- 
servation and/or instruction. 



1, This patient is on observation status because of sui-- 
cidal tendencies requires special nursing assistant off 
the ward tu clinics and activities* May need constant su-^^ 
pervision when he continues to pace hall or be hyperactive, 
DfilLy personal hygiene must bo done by nursing assistant* 



Patient in a catatonic stupor, incontinent of feces or 
urine, tube fed, and needs frequent baths and changes of 
bed Linens and bed gown. Care to prevent decubitus ulcers. 

.< , A bed patient requiring maximum nursing care due to 
u n s t a b 1 u vital signs, ti a v i ng severe muscular contractions 
during which lie could do injury to himself* He may have 
a tracheotomy requiring frequent aspirations and must be 
tube fed due to his severe spasms* These patients require- 
frequent turnings to prevent pressure sores and may re- 
quire compLet*' toilet care. Most head injuries would re-- 
quir*'^ ttils inzi'm^^^ nursinq care. 



ExampU es : 
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4. This patient exhibits extreme hyperactivity. His be-* 
havior is impulsive and purposeless. He is hostile^ re- 
sentful and initiates unprovoked attacks of violence and 
destruction. His speech is rambling and constant with many 
bizarre thoughts expressed throughout* His preoccupation 
results in unrealistic thinking and little cause or in- 
terest in his untidiness^ lack of personal appearance and 
hygiene^ and excretory habits. He demands much attention 
and requires constant surveillance and assistance with 
his activities of daily living. 

5* Behavior pattern manifested by rapid mood swings from 
state of no response to extreme agitation, associated with 
attempts of self-mutilation^ self-destruction. When not 
ag i ta ted ^ shows extreme opposi te behav ior , withdrawing 
physically from everyone* Continuous suicidal observation* 

6, A patient who is in acute state of increased psycho- 
motor activity. His hyperactivity makes it necessary that 
all physical activity be controlled in order to prevefit him 
from becort^ing physically exhausted and "burned out". He 

is a menace to other patients and continually picks fights, 
thus endangering himself because of his aggressive behavior. 
All of his physical needs are cared for because his hyper- 
active state does not allow him to give any care to him- 
self* 

7, The patient is often hostile and makes.^any demands on 
both patients and personnel. He can manipulate everyone 
and everything and because of this requires firm control. 
The real hursing challenge is to direct this patient so 
that his interpersonal relations will be less traumatizing* 
At times his tension is so great that he physically strikes 
out; therefore^ if this energy can be channeled into some 
useful activity, a bad situation is averted* 

Category II ^- Psychiatry 

A pa t i e n t who requires less intensive n u r s i ng care , Th i s r 
q u L r e m e n b will be manifested by : 

1 * A patient whose e x t r em. e ph ya i c a 1 a n d/ o r emotional s ym 
toms have subsided, or have not yet appeared, usually 
termed moderately ill. This patient is dependent upon 
nursing personnel to provide some assistance in eacli a s=^ 
pe c t of ph y s ical care, i*e,, bathing , d re s s i ng , fe ed i ng , 
elimination and other supportive care* 

2* A patient wh o se behavior pa 1 1 e r n deviates m od e r a t e 1 y 
from the normal. This overt behavior pattern is frequent , 
and may, or may not interfere with daily routine or tvfu.it- ^ 
ment. He requires reassurance, encouragement an^^^othcrM' 
e m Q t i o n ci 1 ^ u o p o r t * 
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3, A patient whose activity must be partially controlled 
in order to protect the patient and others and to fulfill 
the therapeutic mission. 

4, A patient who requires periodic treatment and/or ob= 
serva t ions and/or instructions^.^ 

Examples : 

This patient requires being escorted to activities and back, 
to ward. Requires being fed most of meal, must" be bathed 
and dressed. Requires being taken to bathroom frequently/^ 
Patient received medication 3 times a day and receives in- 
jections occasionally for hyperactivity. Also receives a 
continuous tub each morning. Patient is given supportive 
reassurance and encouragement by all nursing personnel . 

Patient is confused, disoriented, and preoccupied. Nursing 
personnel must issue clothing and direct patient to bathe; 
requires some assistance with dressing. Must be escorted'^ 
to and from clinics and all other activities. Requires 
frequent reminders to proceed with ADL in order to accom- 
plish these activities. Loses or permits others to take 
canteen books, and cigarettes; requires one to help with 
purchases from canteen cart and in canteen; nursing person^- 
nel hold cigarettes for him and issue them on request dur- 
ing day. Manageable on ward and in small to moderate- 
sized (10-12) groups, Subject to sudden, brief epi sode s 
of assaultiveness requiring constant awareness to prevent 
altercations and possible injuries^ 

This patient with a progressive muscular disturbance is - 
confined for the ^|^st part to a wheelchair. He has per- 
iodic episodes of confusion, depression, and irritability. 
He lacks insight and judgment^ shows an increasing memory 
impairment, and often expresses claims and beliefs in gran-= 
dio se schemes and delusions. He is combative upon the 
slightest provocation, has brief emotional outbursts, com- 
pletely neglects his personal appearance and^ hygiene, but 
his appetite is excellent. With intense supervision, he 
will bathe himself, comb his hair, and change his clothes. 
He insists on feeding himself and will eat everything ed- 
iblp placed before him, He has urine incon tihence , but 
c < ■ 1 1 e d bo we 1 habits , 

A patient who is withdrawn from reality and apparently 
lacking in appropriate emotional response to ordinary stim- 
uli. If Left alone \m enjoys his own thoughts and imagin= 
i ng s , Ho m u s t b e g i v e n s u ppor t in r e t u r n i ng to reality 
and mush be encouragod to live in the world around him. 
Nursing personnel must give frequent assistance and guid- 
ance in order that the patient is stimulated to respond to 
things about them and to be intereBed in providing for 
their own fiuodH. Tii i :^ hype pati^Mit probahly will be 



-.1 



FIGURE 19 {continued) 



included in a plan of physical and emotional rehabilita- 
tion. He usually is ambulatory^ but slow^ is nonprivi-- 
leged and does not participate in any program unless 
-encouraged to do so, or unless sonle type of motivation is 
supplied by nursing service personnel/ The nurse is ex- 
pected to direct and lead activity into normal channels 
and to create new interests and to revive old ones • 

Category III — Psychiatry 

A patient who requires a moderate amount of nursing caTe* This 
requirement will be manifested by^ ^ 

1. Behavior which deviates from normal in some areas such 
as ^ritual ization^ compulsion or preoccupation ^ to such a 
degree that it interferes with his ability to accomplish 
his activities in a reasonable time and manner* 

2* The patient requires encouragement^ reminders and some 
assistaoce in order to accompl ish . act ivities of daily liv- 
ing and guidance in caring for, his personal articles. He 
requires emotional supportive interpersonal relationships 
* on a continuing basis, 

^ ■ ■ ■ ■ " o 

3, The patient may have a chronio med ical or surgical con-- 
dition concomitant with a psychia|ric condition which re- 
quires medication and/or treatment several times a day; 
however^ the patient is, able to accept responsibility for ^ 
performing routine^ activities of daily giving and requires 
only routine rrvsftruction and little observation. 

Examples i 

This patient is usually ambulatory and privileged. He is 
expected to care for his own physical needs and is expeqted 
to attend daily therapeutic assignments without escort. 
He is eligible for short community visits and participates 
freely in ward^ station and community activities. 

Patient is an apathetic individual who is pmot ionally f l^t , / 
He seldom changes Facial expression and, therefore, it is 
difficult to note any mood swings in relatidn to whether 
or not he is sad or glad. He regularly attends his assign-^ 
ment; however, he occasiona^lly refuses 'to attend his de---^ 
tail. He sociaiizes well^enough in the^ ward situation^, *r 
but generally speaking is considered a "loner" because he. ;^ 
sticks pretty much to himself. He requires a minimurf 
amount of supervision, needing occasional reminders- to ' ■ 
change his clothes, and pcjlish his shoes. A routinlzed 
^ type of program sefems to fit h,is needs. 

This patient has and is responding well to drug th|rapy. 
He is a cooperative participant in ward activities* and 

he attondR an anrticinnHMit in wh irh^ h^.^ ex |jrp ^se ^ ^nuch 
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interest* He sometimes gets rfiscburaged with his progresSf* 
* but he readily seoiks encqurfgement and counseling, at the§e 

times* , He needs assistance and encouragemenb in social i^ 
, zation* He likes and adjusts fairly#well 'to short cOTimun- 

ity visitsp 

Pa tieiLt -mobilizing self to leave hospital , Currently 
^undergoing psychotherapy that elicits some anxiety and 
defense after sessions* Is developing insight and estab= 
lishing stress and work tolerances again. Needs help in 
developing self-confidence and in socialization processeSi 



Is fully privileged^ on self-medication and does not abuse 
panbs or privileges. ^TK^patient is able to care for his 
own needs or knows how artf where to seek assistance* He 



participated in most wara programs and feels some respon^ 
sibility toward other patients. Has^ome verbalized fears 
of "what pepple will t^ink" when he go^s home from the hos- 
,,pital ^nd starts work, N#eds assistance in utilizing under- 
standing. Slight element, of depression persists, but re- 
lates well to people in general. - 

Category IV — Psychiatry 

A patfent requiring minimal nursing care whose condition is 
characterized byi " ^ - 

1. Behavior which is apparently normal in all respects* ' 
He is ^o't^lly independent in all activities of daily liv- 
ing and cares for his personal belongings^ makes his own 
bed and cares for his own immediate environment. He at- " 
tends prescribed activities and k&eps his appointments 
with minimal reminders. * . 

2* Occasional individual or group counseling may be re- 
quired* Is on sel ^^med ica t ion or medication is not given 
more than once a day* 

% 

Examples I ^ 

fMT .■ 

Patient is''Qn night stat'Offe. Manages all liis activities - 
and personal possessions. Works out necessary arrangements^ 
with employer v^en he has clinic appointments^ annual phys- 
ical # interview with physician, s^c* On Sunday or sched- 
uled day off will seek out nurp'€ng personnel to discuss 
any problems or questions he might have, 'fjursing person- 
nel make themselves available Dp this patient for this 
type of -individual, in formal 'counsel ing , 

This patient accept*s full responiibil ity for the normal ^ 
* sel f-^are of , h imsel f and his personal belongings, may 
' ^ be occupied on, or employed away from the hospi^^tal setting/ 
^ and is capable of following directions in. handling any 
^ da.ily routipe* This patient is dependent on the hospital, 
persopnel to keep him informed and to assist him in any 
changes or problem situations . ' ^ 

= ' y Extracted from circular 10-63^255, 

' ^ ' Department of Medici<ie and Surgery, 

Washington, DtC. 



20, page 72). Standard times, based on direct time study and 
work sampling, have been developed for each of the patient 
characteristics. The system represents an interesting departure 
from the more comifion prototype evaluations in psychiatric . 
facilities. It permits staffing standards to be based on indi- 
vidual rather than global patient requirements. How responsive 
the system is- to changes in patient requirements will depend on 
the frequency of application. Reliability testing among nurse 
raters is not mentioned. (California Department of Mental 
Hygiene, 1967) . • . ' * 

Saskatchewan Hospi tal S ystems Stildy Group 

In 1973, the'Hospital Systems Study Group of the University 
of Saskatchewan, Canada undertook a study of patient classifi 
cation systems in the psychiatric setting (Gioyannetti and 
McKague 1977). The study, conducted in four Canadian institu- 
tions, had as one of its objectives the development of a class- 
ification instraraent utiique to the total care requirements -^f 
short-terrn psychiatric inpatients. A multidisciplinary 
consiilting group with representatives from the participating 
insti3tftions developed a four-category factor evaluation instru- 
ment Four major components of nursing care were identified as 
the critical indicators of care. These included: (1) "basic 
care " (2) *' observation and supervision," (3) "somatic thera- 
pies," and (4) "psychosocial therapies." Bach component was 
represented" by a four-point continuum ranging from minimal 
to "intensive care" (See Figure 21, page 73). The fourth 
component of care, psychosocial therapies, was intended for use 
by other health care professionals as well. Social workers, 
occupational therapists, and psychologists could categorize 
patients .in terms of this component alone . ^ However, all.four 
components 'were necessary to categorize patients according to 
their 'nursing care requirements. 

Following implementation of the instrument' in the four 
study hospitals, continuous observation of direct patient care 
was conducted. The purpose was to establish predictive valid- ^ 
ity and to identify the quantification coefficients necessary 
for determining staffing. When the direct care study times 
were analyzed, the average care-times provided to patients did 
not always correspond with the patients' designated category of 
care In some instances; for example, category I pat lent s .( min- 
imal care) received more' care than did category II patients 
(average care) . The classification instrument therefore did 
not have predictive validity in all of the stiJdy settings. 

The negative findings of thp study are important. Some ^, 
problems which appear to be unique to psychiatric settings and 
the selected methodology were identified. First, the mobility 
of the patient was thought to be responsibl.e for some ot the 
apparent discrepancies in direct car-e-time. Through the stan- 
dard approach to determine direct care- time, all nu-rse-patient 
interactions were recorded as direct patient care. Patients 
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who may not^have been perceived by nursing personnel to require 
a great deal of direct care-time, could effectively increase 
their care-time by contacting a nurse. 

Sedond, the critical indicators of^^re were perhaps not 
sensitive to the therapeutic freedom oftJie psychiatric nurses 
m the stu^y. For example, given the sme patient on 2 consec- 
utive days and with no changes in the patient's perceived 
requirements for care, the assigned nurse may select nursing * 
approaches which entail vast differences in the amount of time 
that she will spenl with th^ patient. Third, since much nurs- 
ing care-time is provided through group activities, the special 
needs or dictates of some members 4f^the group ma# supersede 
the requirements of others. Many other related problems are 
important for future developments in this area* 

In addition to these studies, a few other reports* of 
classification systems have been recorded (Pile and others 1968 
Ontario Ministry of Health 1968, Indiana State Department of 
Mental Health 1970, McMaster University Medical Centre 1972* 
St, Luke's Hospital Medical Centre 1974, Lyons and Young 1976). 
In summary, it is apparent that patient ciassification for ' 
deter^mining major types of care for placement, program planning, 
and global staffing standards has *en used extensively in psy- 
chiatric facilities. Refinepients of these systems to determine 
and allocate nursing personnel, particularly in short-stay 
units, have not been satisfactorily attained. 



' Long-Term Care Classification Systems 

J 

Patient classification in long-term care facilities has 
only recently been a major focus of attention. Although exper- 
ience gained in studies of acute care has been instrumental in 
the recent developments,* modifications have been necessary to 
, address the unique aspects of aging and chronic disease. In 
an excellent review o|-^ studies in this area. Young ^1976 ) 
described the importance of the initial wark of Katz (1^) in 
recognizing thd signif iflnince of activities of daily living as 
they relate to nursing servicas, and also McKnight (1967) in 
determining the amount and type of care received by nursing 
home patients^^n the Denver, Colorado area. Substantial 
insight and guidance wece also provided by the work of Salmon 
and others (1966 and 1967) and Burack (1965)/ By 1968, the 
difficulties of patient assessment for long-term care were 
instrumental in the formation of a coa^lition of several 
resaerch groups. 

'. '' . 

Case Western Reserve, Harvard, Johns Hopkin s, and Syracuse 
Universities , , " " ^ 

The ma^or contribution in the area of long-term care has 
been the mul tici isc ipi inary ^work of four research groups which 
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coilabof ated* to develop a single multipurpose patient classi-- 
fication system (Jones 1973), This work is somewhat analogous 
to the progressive patient care phase of patient alassif ication 
in the acute care setting. The investigators recognised that 
a widely agreed and reliable method ^for describi'ng* observations 
in the field was necessary to delineate long-term qare problems. 
The classification developed is known as "Patient Classification 
for Long--Term|Care The criteria and structure of the class!-- 
fication instrument are important. 

Pirsfer\it was based on descriptions of the patient rather 
than on th^ setting in which he is located. Second, it uses 
multidimensional descriptors to describe the patient's status 
along a number of axes. These axes include physical function, 
impairments, medical risk status, and sociodemographic status, 
all of which are considered essential to the aevelopment of a 
care plan or the determination of the level of care needed. 
Third, the criteria are stated in objective terms to elifninate 
observer opinion as much as possible. Fourth, the selection of 
criteria for classiSication was mostly based on scientific 
evidence that there is a relationship between the item and the 
outcome of patients. Fifth, it was structured to maximize flexi 
bility so that its uses could be expanded. In this manner, the 
descriptors can be further delineated to permit any amount of 
detail. 

V 

To date, the practical applications ha^e^assisted in moni^ 
toring, the quality of carei pol icy=making for long-^term care; 
and rei^arch, education, and tc^aining. Densen and Jones ( 1976) 
reported that most experience ^ith patient .classification so 
far has been in institutional Settings sucfr as chronic disease 
hospitals and nursing ^homes. Some extension has been made for 
ambulatory care patients, while modifications may have/to be 
made to patients living in the community and for assessing 
children with chronic disease or disability,^ 

Other excellent references which summarize the ' state-of- 
the-art in this area include Sherwood ( 1975 ); Murnagh^an (1976); 
and the U,S. Department of Health, Education, and Welfare 
(197'6). The careful construction of this patient classifiGa- 
tion instrument, which considers m^ny axes of patient status, 
has resulted in a superb general classification that permits 
easy modification ,to meet a variety of specific needs. However, 
the application to manpower planning for nursing resources has 
not received much attention to date, but the potential is there. 

The Joh ns Ho pkins U niversity ^ 

Based on the collaborative effort, The Johns Hopkins 
University focused on the development of a patient classifica'- 
tion system specifically for nurse staff ing in long-- term'-care 
facilities (Young 1976, Cavaiola 1975). Nonlinear multiple re- 
gression techniques were applied to data obtained for 37 health 
status indicators contained in the classification instrument 

-75- 



which had bean developed by the 4 universities. These indica- 
tors were used to classify patients into three levels of care: 
(1) "skilled nursing^" (2) "intermediate A^" and (3) "interme- 
diate B," Various subsets of th# 37 variables were tested for 
their predictive power, and a subset of 12 variables was found 
to be valid for an implementable patient classification proce- 
dure. The ^12 variables, along with their factor weights, 
compose the^ "Patient Classification Form" (Figure 22, page 77) . 
The assessment rating scales used to select the appropriate 
descriptor for each patient are displayed in Figure 23, page 78 
The ability to classify patients into appropriate levels of 
care, coupled with the knowledge of the amount and kind of care 
to be provided for each level, permits an estimate of the nurs- 
ing staff required to respond to the care requirements of the 
patients. Efforts are currently being directed toward testing 
the instruments and procedures outlined in this system in long 
term care facilities. 

Sunnybrook Medical Centre 

The Community Systems Foundation, Ltd., in cooperation| 
with Sunnybrook Medical Centre^ Toronto, Ontario, Canada, gas 
adopted a f our=category prototype evaluation to estimate the 
nursing workload .(Commuijity Systems Foundation, ^i^d. 1977), 
The classification system -is based on the earlier ^rk of Queen 
Elizabeth Hospital, Toronto,^^^^^^^^^^^^^.., F^ levels of care are identic 
fied and described in "Patient Classification, Extended Care" 
(Figure 24, page 80). The head nurse on the unit assesses the 
patients according to their nursings care in relation to 13 head 
ings on, the classification form. "Guideliiles to interpretation 
of Patient Classification" is presented in Figure 25, page 81, 
The point values established for the quantification of the 
categories are shown on the '"Patient Assessment Form" (Figure 
26, page 83, The system was used initially to determine the 
numbers and levels of nursing personnel required for a new 
ex tended-^care facility. Patient classification is now completed 
by the head nurses once a month, and the information is allo- 
cated to monitor the levels of care. Changes in the mix of 
patients are used to plan for changes in staffing patterns. 



LONG TERM CARE 



Patient Classification Form 



Haat 



Ro£n 



Direetions I Asstss th© patient with ikipa^t %& the items below in 

accordance with the atta^ed rating scale ^ Multiply the 
scor© obtained by the fact©r indicated ^d sum the reiultSt 
Find Total 1 and Totml 2 is ihovmp then consult the 
enclosed tibl@ to obtain Valuii for Clais Class ^d 
Class S. The. maximym of thise three nimbers yialds the 
istimattd Classification {Int. B, Int.^A, SNFJ 

Item I Description Factor Aiiessmtnt Factor % Assessment 



1 


nobility 


-0,3 






2 


Walking 


0,1 






X 


Stair Climbing 


-0,4 






4 


Bathing 








S 


Dresiinj 


-0.4 








Eatin^Feeding 


-0.6 






7 


Toileting 


0.4 






S 


Behavior (Type) 


0.3 






9 


Cigarettes 


0,6 






10 


Anemia 


0.6 






11 


Mental Illness 


-1.8 






12 


Chron.Ras.Dis. 


-1.0 







\ 



Total ^ 

Total 1 ^ Total * 1,8 - 
Total 2 - Total * 4 ,5 * 
Class B ^ Value of^Total 1 - 
Class A = Value of Total 2 - Value of Total 1 - 
Class S s 1 - Valua of Total 2 - 

Class ^ 
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LONG TIRM CARE 

Asstssmtnt Rating SGalts ^ 

(Notti HA naani Hxmm Asslituct, MA ntms Mechanical Aisist^ce) 
[frost - Fatiant Classifieation far Long-Tera C^e; ^User's Manual] 



I tew DescTipt iOTi 
1 Mobility Level 



2 Walking 



3 Stair Climbing 



4 Bathing 



S Drfssing 



6 Eating/Feeding 



Score Inti^rt tatign 

0 Gits outside without. either or HA 

1 Gets outside with MA but without HA 

2 Gets outside with HA, with or without MA 

3 Confined to institution, movas about 
without fU or 

4 Confined to institution and moves about 
with MA but without HA 

5 Confined to institution, ooves about 
with HA, with or without MA 

6 Confined to bed or diair 

0 Walks .without MA or HA 

1 Walks with MA but without HA 
a Walks with HA but withoug MA 
S Walks with HA md 

4 Does not walk (bed or chair) 

5 Does not walk (bedfast) 

0 Goes up md down ftight of stairs without 
HA or MA 

1 Goes with hut not HA 

2 Goes with 'HA but not Mk 

3 Goes with m and HA 

4 Does not parform 

0 Bathes self without assistance 

1 Bathas self with MA only 

2 lathes self with HA, with or without NiA 
(3 Does not bathe self 

0 Dresses self without assistance 

1 Dresses self with MA only 

2 Drasses self with HA, with or without MA 

3 Does not dress self 

0 Feeds ielf without assistance 

1 Feeds self with MA only 

2 Feeds self with HA, with or without m 

3 Does not feed self, is fed 

4 Does not feed self, tube fad 

5 Dees not faad self; parenteral administra- 
tion of fluids 
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FIGURE 23 (continued) 



Assessment Rating Scalts, Continu^4 



Description 
Toi leting 



A 



Behavior (Type) 



Cigarette Smoking 



Score Interpretation 

0 Uses toilet room without assistance 

1 Uses toilet room with MA only 
Uses toilet room with HA, with or without MA 
Does not use toilet room 



0 ApprDpriate 

1 Inappropriate, wandering or pasiive 

2 Inappropriate, abusive or aggresive 

3 Inappropriate, other 

0 Not current smoking 

1 Smoking less thaji IS cigarettes/day 

2 lS-24 cigarettei/4ay 

3 2S or more/day 



Anesiia 



0 Not present 

1 Present (Aplastic, pernieious, folic 
acid, 'sickle cell, or ccmbinatians) 



Mental Illness 



Not present 
Present 



Chrorri.c Respira- 0 
tory Disease , 1 



Not present 

Present CAsthma, chronic bronchitis * 
e^hysema, removal of one lung (pneiL^nonac- 
t*my)) 



/ 



/ 
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P ATIENT C^teBIFICATlON. EXTENDED CARE p^RECTlOWS FOR HEAD NURSES 

Patteni clasiification is % method of assigning patients to 
levels of care according to their nursing care requirements. 
Patients may be assigned to one of the four levels: 

Level I Would cover patients who are completely independent^ 
who require the minimal nursing carei that isi those 
who are aifltulatoryi well oriented and self-motivated, 
e.g. patierfts admitted for short term care and assess^ 
ment, or ^er^ng discharge to more suitable accommoda- 
tton* 

Level II Covers patients whcfc require assistance with feeding^ 
dressing and ambulat ion , ^e .'g , rehabilitated C.V.A.'s, 
spinal and head injuries. In other words i these are' 
patients who are rehabilitated with th# motive and 
potential to return to the community . 

Level III Patients at this' level have increased deterioration 
in their general conditions, therefore their depen- 
dence is greater. Because of this^ more supervision 
and physical assistance in many of their daily activ- 
ities is required. No great improvement in their con- 
dition is expectedi but they do not necessarily have 
» . to deteriorate rapidly, unless an acute illness inter- 

venes^ and they may or may not be confused. Rehabil- 
itation, however, is attempted on some patients of 
this level, the selected ones being C.V,A.-s, multiple 
sclerosis in the remission stage, arthritis, and se- 
nile dementia r ^ 

Level IV' The vital processes are unstablef therefore care and 
supervision is constarit/ They may or may not be un- 
i ^conscious, but need supportive therapy. Examples of 
these are deeply comatosed patients from se^^ere brain 
or heart damage, or patients who are in the terminal 
stages of their disease. 
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FIGURE 25 

^^DELPreS TO TOTERPR£TATXCT^ CF.WATWtTT CTJ^SSIFICATICN 



(1) Stage of Illness 

It is exacted that most patients will be classified as being 
in a ehronifc stage of illness. If the patient is ciritlcally 
ill on thm day ^0 classification M.e- acute pntumonia), he/ 
she woiild be c^Esified as acute Wn those days* Chronically 
ill patients in terminal stages tiieir ^sease would be 
classified as chronic, 

(2) Level of Consciousness 

Self-explanatory, * 

(3) St^ility of disease 

Only those patients whose cona|.tions v^y greatly from day to 
day would- *i classified as unslable* 

€4) Frocedures Inyolved 

Total the points for ^1 the procedures listed* Only those to 
be carried out on that day are applicable* 

Other special treafanents refers to such procedures as instilla^ 
tion ^ eye drops or eye oinfanentS| special skin treatments, etc* 

(5) ^totivation 

Patients who are highly motivated receive no score* Those who 
ahow a considerable degree of motivation but require re*inforcement 
receive a score of two (2), Patl-ents with little rnotivation, who 
require a great deal of staff support are scored as^ having some 
motivation and receive a score of five(S)* Patient^ who are com^ 
pletely unmotivated, or too confused or physical ly/debilitated. to 
participate are scored as not motivated and receijfc a score of 
tan (10) 

(6) Medicationa ^ 

Only non-routine drugs suih as antibiotics, insulin by reaction, 
and short term ordered drugs ar^ scored here* 

(7) Flujij Control 
Patients on push fluids will be recorded here as extra, 

(8) Duress ings . ^ 

Minor dressings refers to unsterile dressings, and small sterile 
ones* Major dressings are such as large decubiti dressings* 
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19) PsychQloqieal state ^ 

Co-operative patients receiva no score. If none of the deicrip- 
tiens appe«' appropriate^core mm ©ther^ Restraints required 
refers to the patient re^&iring restraints for psychological 
reasons (such as confusion). TOe score for restraints is added 
to tine psychological state score and recorded as one fi^e, 

(10) Degree of Dependence 

If the patient is totally independent of staff for bathing pur- 
'poses p feeding* dressing^ and sur^ulation, score as independent 
(o). 

If thm patient requires Infrequent staff assistance once or twice 
weekly wittn a tub bath* still score as independent. If toe patient 
requires daily staff assistance. with bathing, feeding, passing 
or ambulation score as semi-dependent (4)^ A completely dependent 
patient is one who is totally dependent on staff for two or more, 
^ or all of the ^ove described activities.. 

(11) aupervlsion and Observation 

Routine supervision woiad applV^o those patients who are completely 
independent and oriented* Frequent supervision would apply to those 
patients vM.o are physically debilitated, but priented and require 
more frequent observation Sim to their physical limitations* 

Frequent supervision would apply as well to those patients who re^ 
quire assistance with activities of daily living, but once up would 
be ambulatory around the ward or in a wheelchair* Constant super- 
vision would apply to patients who retire very frequent observation 
due to their physical state or psyOTOlogical state, 

€12) Family Status , 

If the patient has relatives or friends whq are Interested and in- 
volved with the patient, he receives no score. If the relatives/ 
friends are not interested, or if the patient has no f amily/friends 
he receives a score of (5), 

(13) Rehabilitation Teaching 

Refers to those patiehts who are currently receiving in their plan 
of care active rehabilitation nursing by nursing staff in the unit 
in any of ^e areas described under the heading. It applies only 
where the staff have assessed the patient having a potential for 
improvement and have instituted a plan of care for that patient* 
It does not apply to patients who have to have any or all of these 
activities done for them by staff* 



FIGURE 26 ^ 
PkTmttT ASSESSf^^lT FORM 



LBWL I * 0-il 
WFEL H - 22-40 , 
LEVEL ill - 41-79 
LEm. IV t 80+ 

STAGE or ILIlffiBB 

Aeut# '\ 10 

. Chfonie ' 6 

\ C^nv^escent ' 6 

LEVa^ OF CONgCIQUSICESS 

Conscious 0 

S^rd -Cons clous 10 

Uneonscious 10 

-STABILirY OF DISEASE "- 

Stable , O 

Unstable . 8 

PROCEDURES PJVOLTCP 

4 

I*V. 5 

Tracheotomy 8 

Postural Drainage 4 

Catheter, Condom ^ 
Colostcrny or OUiar 

Drainage S 

Suction 8 

Inhalation Therapy S 

Otiier Special Treat- 

ments - 4 

Irrigations (til adder) 5 

Prosthesis 3 

Isolation ' € 

Enma 5 

TOR 3 

B/? 3- 

nges 4 



MOTIVATION 

Not Motivated 
Some Motivation 
Moderately Motivated^ 
Highly Motivated 

^TOICATIOWS 
Routine 
Non-Routine 

FIJUID CGNTRQL 
Restricted 
>d-Llb 
Extern 

DRESSTOGS 



None' 

Mtnor^ 
Major 

psymoLOGicAL state 
Co-operative 
Unco^oparative^ 
ConSfused 
Aggfressive 
Depressed 
Other 
Amrioui 

Resteaihts required 

DEGREE OF PEFENPEICE _ 
Con^letely Dependent 
^Bii#^Dependent * 

Independent 



10 

5 

2 
0 

o 

6 

4 
0 
6 

o' 

2 
6 

0 
8 

4 
4 
5 
5 

5 
3 

a 

4 

O 



SUPERVISION £ O^ERVAflOW 

Routine O 

Frequent 6 

ConataLnt * 10 

FA^mY STATUS 

Relatives/Frirfnds ' 
Interested it 
invol ved O 

Disinterested . S 

No Relatives/ ^ 
Friends 

R^^mxTTATicy TOAgroig 

Bowel It Bladder 
Training - € 

Washing & Dresslftg 8 

Transferring 6 

^ fiatt Training 5 

\ Feeding . S 
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^ . - V. MAJOR ISSUES IN SELECTION ftND DEVELOPMEOT 

The preaerrt demand for patiept classification systems from 
within the nurs ing p'rof ess ion suggests their importance and 
Value In assisting with the d^ifficult and complex problems^'Of 
nurse staffing* In the face of a paucity of rational and 'sup^ ^ 
portable means for determining ^taffing^ policies / the queatian 
is less frequently 1 "Should I 4ise a patient classification 
system?" than "ri^w do I select a patient classlf icat loa Bystem?" 

. ' Critical Indicators of Care 

■ ' S ; . ^ ' " ^ -~ , 

The descriptors of patients' requirements fpr nursing care 
used in classification systems are frequent ly ' referred to as * 
the critical indicators of care. Critical is used here not in 
the medical sense, but rather in reference to those "components 
or indicators that are most crucial* to the correct identif ica* 
t ion of the appropriate category of care* Since the primary 
purpQS.e of patient classification systems ^is the determination 
of nursing care time^ the critical indicators represent those - 
activities which^ if they occur, wilV^have the greatest impact 
on nu'rsing care time* Observations of nursling care followed by 
statistical techniques such as regression anaiysis ot the daba 
have- been instrumental in identifying the critical indicators. 
Typlcmlly^, they^ include nursing actl\£ltles associated with feed = 
ingr,^ bathing/ and ambulation. Other major activities observed 
and cited as critical indicators include^ those activities 
associated with • preoperative ^ preparation^ observations , special » 
treatments^ and incontinence care. Given the nature of the , 
niirsing function^ the uni^versality of "the critical indicators 
dispiayed in most classifications is not surprising, 

"The number and scope of critical indicators identified in 
pat ierit ci^s'^.i^f icat ion instruments have received a great deal 
of criticism^ "m^S't oft^iwhich rdvolves around the issues of their 
seemingly l^ck , of/ com^^^ehens'lv and limited attention to 

tjie psychosofc^^^iv, apd ediicational components of nu-rsing care* 
Some of th is t ic ism /is perhaps Warranted, but much is not. 
Several observ,^ t ions are important in understanding these 
issues. Firsts although patient classification requires assess^ 
ment of the patient, it is not comprehensive, nor dqes it 
repla<^_ the need for mOre detailed pai'tiOTit assessment. Second, 
much at the psychological, social, and teac^iing requirements of^ 
patients are met by nurses while providing the nutsing care 
related to feeding^ bathing, ambulation, and other physical or 
technical functions of care. 

Thus, the inclusion of Gritical indicators specific to 
emotipnal support and teaching is often redundant but may be 
Included to enhance acceptability of a patient classification 

\ ' ' ■ 
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'"system. Thirds th# subjective, nature of the classification 
systems permits the qonsiderat ion of psychosocial and teaching 
requirements of patients in the selection of drltical indica- 
tors. For example^ a.^patient may be physically capable of 

* bathing himself bu't because of his emotional state or level of 
anxiety be unable to do io without encouragement and support 
from his nurp^- In this instance, the critical indicator most ^ 
apprpprla^e''to his car# would 'be "bath with assistange" or 
perhaps^ if warranted, "complete bath," rather than "self-bath," 

This , fact is not likely to be revealed by a cursory view 
of the classification instrument itself, but is frequently 
mentioned in the accompanying guidelines or instructions. In 
analyzing classification instruments, one must give attention 
to the guidelines and/or instructions for the seleiCtion of, de- 
terminers which accompany almost all class if icat ion systems . 
Finally, it is passible to classify patients into four categories 
of care using less than four critical indicators. However, ^ 
these systertis are uncommon, not because they are invalid, but 
because they have, not generally been acceptable to the nurslng^ * 
profession* ' They do not appear to consider the magn itude of^ 
,'nursing car^ nor the uniqueness of each patient. 



Almost all^jpatifnt classification instruments are used in 
conjunction with some quantification or estimation of the nurs- 

( ing care time associated with each 6ategory of .care. Although 
many approaches have been, cited, two quantification approaches 
are common* One is based primarily on average care=times for 
each pat lent .category , and the other is based on standard care^ 
times associated with specific nursing procedures. In the 
first instance, from observations, the average amount of direct 

V, nursing care provided to patients withiq each care category is 
determined. The number ^f patients in each care category 
multiplied by the correspo^nding average care-time provides an 
estimate of the total averpge direct care^time raquired. This 
figure, coupled with an rtftimate of the total indirect care^ 
time, indicate^ the total nursing care-time required' for a 
Specified group of patients. In the second approach, a stan- 
dard time is calculated for each major nursing care activity. 
Total- direct care-time is determined by multiplying the 
frequency of occurrence for each activity by the appropriate 
standard time. Total care-time is then usually determined by 
the addition of a constant which represents the residual 
indirect care-t ime . 



Whether the system uses average care-times, standard timeg 
for procedures, or a combination of both, the approaches are 
less important than the data collection techniques and the man- 
ne-r in which the studies are conducted. A number of te.chniques 




Quantification of Patient Care 



re commOTly used to determine patient care-times, and in 
al^dition to , quantifying the patient classification inBtrument, 
the same techniques may be used to validate the classification 
'^fstem. An understanding of the techniques is important becauj^ 
tn^ can vary greatly in terms of time, cost/ and accuracy* For 
determining direct patient care^ four methodologies are common- 
ly usedi •(!) continuous observation of patients by specially* 
trained observers^ (2) direct care sampling by specially 
trained observers 3 ) self-recording of direct patient care by^ 
/nursing personnel Aand (4) direct patient care profiles which ^ 
use predetermined Standard times and self^recordingf of the 
frequencies of the sheeted procedures by nursing personnel 
Indirect, nursing car#-time is generally, determined by work 
sampling methods using either t ra ined.obseryers or self record- 
ing by nursing personnel* ^, . \ 

y ' \ .. ■ 

Eegardless of the specif ic technique, . attention must be 
given to both sample size and' representativeness of the data, 
as well as to the important inservice education which must be 
conducted to prepare and inform all personnel involved. While 
a particular classification instrument may be transferred from 
one institution to another, the quantification coefficiants are 
not -necessarily t raps f erable , Average care-times or standard 
times may not be the same from institution- to institution or 
even from one^ nursing unit to ano^he^^within an institution. 
Many factors affect the determination of care-times, such as 
type of nursing organization employed, physical facilities 
design, treatment modalities, physician practices, availability, 
of nursing personnel skills, ' and attitudes of treatment 
personnel. This requires institutions interested in using a,, 
patient classification system to determine their own quantif id- 
eation or index o€ Workload, ^ 

Several options are open* The first involves selecting^ 
the quantification figures developed by a similar institution 
and then proceeding, on a tr ial-^nd-error basis, to, adjust them 
to the new setting. Although this is 'far from the method of 
choice for institutions not in a position to invest any greater 
effort, a procedure has been outlined (Giovannetti and McKague ^ 
1973). In the second option, the ilistitu tion . conducts its own 
studies for both direct and indirect cate. The procedures 
established to assist institutions with this task can be found 
in the reports' by Giovannetti and McKague (1973), which provide 
procedures for cont inuous observation of direct patient care 
and wotk sampling for indirect nursing care activities, and by 
San Joaquin Ganeral^Hospital (1978), whi^ includes procedures 
and forms for direct patient care sampling, total nursing per- 
sonnel activity sampling, and staff perception of the adequady 
of care given. The latter report is intended to supplement 
an earrie r publication prepared by the U.S. "Publia Health 
Service ( 1964 ) which was based on only w6rk sampling. of personnel 
Other options include the hiring of ouoside consulting firms or 
management engineering and system? personnel. 4 
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- --^ Because of the nature of the quantification techniques/; 
discussed"^ the data obtained relatl^ directly to the pract lc#Sr 
procedures^^ and behaviors at the time of the observatipns. For 
this reasonr inefficiencies and outmoded practices should' be. 
identified and corrected and the coefficients appropriate lyV* 
adjusted. In this way^ the average carfe- times or standard ti^es. 
will, not xeflect and perpetuate inefficient practices. Regards- 
less of the approach takeh^ the quantification of patient dare/! 
to estimate workload should not replace professional nursing/. ^. 
judgment and e^Kperience. 

.Reliability And Validity. \ 

i t * - ■, 

The issues of reliability apd validity of patient^ classi- 
fication systems are extremely important, ones. As with-dny 
instrument or measuring device^ some estimate or ,assurance of 
both reliability and validity must be established before they 
can be used with any confidence. Several procedures are avail^ 
able/ although ^ depending on the type and purpose of the 
instrument certain measures are more important than others. . 

Rel labil 1 ty refers to the consistency Or repeatability of 
the classif icatTon instrument and it is^ defined as a correlation 
coefficient. Diffe^nt 'procedures for determining reliability 
ar^ used/ depending on the problems or ifioncerns of the instru = 
\^ent in Questions Two major types of reliability 'coefficients 
are important to patient classification instrumentsi (1) 
coefficients of stability and (2) coe^^f icients of equivalence, 
Coef f ic^ent^x of stability are generally identified as 
test-retest reliability, the application of the s^ame instru- 
ment on two /separate occasions. Since patient classification 
instruments are not self-adminifefcered/ coef f icients of stability 
are determined by^ comparing the results' of two or more persons 
classifying the same patient at the sam^ time. This is 
commonly |^eferred to as interrater reliability. 

Correlation coefficients whiiCh are high provide evidence 
that the same category qf care will be determined by different 
nurs ratprs A reliability cbefficient of 0.9 is necessary to 
provide an agreement of over 80 percent. Reliability is not an 
, all^or^noth ing matter ; there are degrees of reliability* Also 
a high reliability coefficient does not mean that thre insttu™ 
m^nt is reliable forever. Most classification instruments 
during their development stages have been tested for reliability/ 
although ^fehe procedures and results have'' been infrequently 
dpcumented. Nevertheless, once the instruments have been ^trans* 
ferred to another setting/ interrater reliability must again 
be establiphed and maintained. " 

The most ©Effective way to ensure a high "coef Mcient of 
stability/ or interrater reliability/ is through an inservice 
education program for all members of the nursing staff who may 



classify patients. Once an /aceeptable levea of reliability/ 
.has been achieved, periodic checkp should be made to ensure 
that reliability coritinues. Sorn#' Institutions have implemented 
a monitoring' system which focures on the pat ients classified as 
category III or IVi^the Intfensive care categories. The rationale 
for this, approach is that misclasslf ications in these categories 
have the greatest impact on staffing decisions. Also, because 
of tfie generally! small numbers of patients in these categories^ 
the ;data can btf fehecked with minimal effort, In,terater relia- 
bility may "pls^ refer to comparlsonp between nursing .units, as 
well as between institutions* . ^ ^ 

To date, the impetus for the use of patient classification 
Instruments has come primarily from within institutidns result- 
ing in little ^ effort being expended on reliability testing - 
betw^een institutions which use the same instrument* One inves- 
tigation at tejipjted to determine this measure of reliability as 
part of an extensive study .concerning both reliability and 
validity of a f ive-ca tegory sub ject ive (prototype evalution)^ 
patient classification instrument (Giovannetti and othfrs 1970), 
In this study, several levels of nursing personnel were trans- 
ported between five hospitals which varied In siie in order to 
classify a sample of patients* The findings revealed that a 
high degree of reliability among different levels of nursing 
personnel within a hospital, as well as between hospitals, was 
dif f iculf^ to achieve with the instrument tested. 

As narses became more familiar with the classification 
instrument, they became more accurate in their assessments. This 
finding .supports the view of many 'that- a significant period of 
training i§ required. to ensure high reliability both internally 
and externally. The study also reported that if one allowed a 
difference between raters of onev^djacent category, agreement 
among the different raters exceeded 98 percent* The importance 
of the interrater reliability between different institutions . 
which use" Lthe same classification Instrument remains academic 
unless one is interested in comparing the mix of patients 
between institutions. This will become more signif leant in the 
future as regional planning boards'and cost review commissions 
begin considering patient classification as one measure of the 
nursing personnel resource requirements. 

Coefficients of equivalence are known as parallel forms or 
alternative forms. In terms of patient classification instru-^ 
ments, this refers to the reliability coefficient that would 
be obtained by comparing the results of two different classifi- 
cation instruments on the same group of patients. A recent 
study compari^ the Saskatchewan and the San Joaquin patient 
classsif ication instruments, both of which are of the factor 
evaluation type conta in ing.-'f our categories, found an^ agreement 
of 99 percent, allowing for one category difference. No patients 
were misclassif ied in the fourth "Intensive care" category 
(Kelly 1977). This investigation, as well as many similar but 
unreported tests, was conducted primarily to determine which 



Infftruinant "^as coniiderad the most appropriate and acfeeptabie 
to the nursingf staff* MeaBures' of . eqyivalence, like mpasut«s 
of stability . between inst itu ti6ns# become important on'ly when' 
coropatiBOns between institutions need to" be .cohsidered. 

Val idlty determination is a much' more difficult arid 
complex" problem p Validity refers to the extent to which an 
ins trument actually measures what it purports to^measurep .When 
applied to pAtient dlassif ication, if the question of validity 
relates to whether or not the instruments measure patients® 
actual needs (or nursing care^ an unequivocal "no" must be the 
answer, - To date, - none of the inrt'ruments Iiave demonstrated 
validity in terms of^ actqal need,^ It is unlikely that this 
validation can ever bis shown satisfactorily* A qreat deal of 
criticism of patient classification instruments focuses on this 
polht^and is partly due -to misunderstanding ^ of terminology* 
Part of the confusion has arisen from the persistence of those 
involved iji the 'development of patient classification systems 
in saying that their instruments group patients according to 
tb^ir nursing care needs* More accurately, they are instru-^, * 
ments fpr^ grouping patients in terms of the amount of nursing 
care to be received according to a predetermined standard of 
care or according to their perceived nursing care requirements. 

With these objectives, th# quest,i€n of validity is more 
appropriately discussed* The three mopt common types of valid^ 
ity arei (1) content, (2) cr iterlon-rblated, and (3) construct, 
each of which is associate^ with the major purpose of the 
Instrument. Unlike reliability, where the procedures for esti^ 
mating are based on data and yield a correlation coefficient, 
some of the procedures for estimating validity are not data 
based and do not yield a statistical estimate. Content and 
criterion-related validity have been demons trated and are 
important to patient classification. Content validity has no 
empirical basis and relies , generally on judgment. The usual 
procedure is to present the criteria for classification to 
a panel of nurse experts who, through a' process of systematic 
examination, assure thay they are representative of a speci- 
fied universe of content* 

This procedure is commonly reported, although few studies 
have diesONri bed the process in detail* In her study of the 
University of Arizona patient tclassif ication instrumeht. Berry 
(1974) established content validity and described the process 
in detail, A weaker form of validity, face validity, is some^ 
tihes equated with content validity. Face validity involves ' 
nothing more than agreement among the developers or users that 
the instrument seems reason^le and obtains reasonable data- 
It is not based on any hard eyidence or systematic process and 
should not be considered as satisfactory evidence of validity. 
However, it does have value ip terms of acceptance of the 
instrument by nursing gersonneu.. 




^ Criterion-related validity Is frequently discussed In 
-terms /of cohcurrent and predictive validity. ConGurrent/ valid- 
ity is established by comparing the classification lns€rument 
with another Instrument designed for the same purpose. The 
Johns Hopkins classification has been the testing instrument 
most commonly used (Giovannetti and others 1970^ Berry 1974). * 
This type of validity testing is open to question, because of 
the difficulty in accepting the major premise that another 
classification instrument is valid in other settings. More- 
over, it is sometimes difficult to distinguish concurrent 
validity from reliability testing of . the, different instruments. 
Since the major purpose of a patient classification Instrument 
is the determination of nursing personnel care-time, ev^idence 
of predictive validity becomes important. This has been 
demonstrated many times; patients are classified into care 
catgories and, following observat ions of. the care received, 
evidence is obtained that patients within each category receive 
the average amount of nursing care established for thelr^ 
specific category. 

While the issue - of predictive validity is resolved in this 
manner, another issue' is raised. We ^ may' be locked into an 
allocation system that does not adequately reflect the nursing 
care that patients truly need. In other words, we may be 
forced to continue delivery of direct nursing care in the same 
manner as that which occurred during the time of validation. 
We should feel uncomfortable with this situation, but the prob- 
lems are not with the classification instrument or even/with 
the measure or quantification of each category of care. The 
problems are: (1) the reliance, on patient classification 
instruments to make decisions rather than to facilitate the 
decision=making process and (2) the absence of a mechanism^ 
whereby changes in the quantification index will be made to 
reflect changes in nursing practice. ^ 

Validity is a matter of degree rather than an alitor- 
nothing property. In addition, the process of validation is 
unending. Once having obtained some evidence of. validity, 
patient classification instruments should be kept'^under surveil- 
lance to see that they are continuing to behave in the manner 
intended. In summary,- the selection and implementation of a 
pat ient, classification system requires recognition^ thati (1) 
th^ systems are based on a unidimens ional and partial assess- 
m^nt of patient requirements for ca^ej (2) quantification is 
primarily based on the existing practice \of nursing; and (3) 
even though the sys terns should be used as minimum* data sets, 
their value will be ^greatly diminished if adft^rote measures of 
reliability and validity have not been obt^^^ed. 



VI. LIMITATIONS OP PATIENT CLASSIFICATION, 



Uridoubtadly y the most significant limitation of patient 
glass if ica-t ion systains is that th^ tend to formalize the prac^ 
tlce of nursing care in teTms of the status quo^ Some investi- 
gators have, attempted to repOlve^tHis issum by expressing - the 
standards of care in terms of the desired direct carertimes and 
then estimating the requirements of the patients in terms ^ of ^ 
the standards (Bahr'and others 1977, Chagnon and others 1976) • 
Instead ^of naslng carertimes on the care that was observed, 
they are based on what nurses think the patient should getv 
Although tWe methodolb'glcal problem associated with observing 
what is rather than what should be appears to be resolved^ 
there is yno evidence to support the contention that the care 
provided/ to the patient changes in any way.. This limitation 
will likely remain unresolved until the relationship between 
nursing practice, standards of care, , and quality is identified* 
Patient classification systems are also limited in their ability 
^o accuf'ately predict workloij3s for periods longer than one or 
two shifts* ^ Wandel and Hershey (1974) reported a nymber of' 
studies which attempte^^to ovetcome this mainly by, using Markov 
Aodels with trajis it ional probabilities. Some' of the previously 
mentioned studies which relate to patient dependency chains 
a^lso represent efforts in the direction of improving ^e range 
of predictability. . ^ ' 

Much of the criticism directed at patient classification 
systems for nurse staffing, focuses on what the systems cannot 
do, and in many cases on what the systems. were never intended 
to do* Part of this criticism is helpful to the profession, 
because it encourages investigations into some very important 
areas. The most significant example of this has been in^th'e 
area of quality of care\ research , where efforts^ are being made 
to define nursing practice operationally 'and to develop outcome 
criteria for the evaluation of nursing care, - The quantity of ^ 
nursing care is one factor important to the quality of care; 
however, we do not know at what point we begin to get dimin-^ 
ishing returns. Similarly, we have no evidence to support the 
allegation that an understaffed unit does not provide quaiit:y 
care. The development of outcome measures will enable the 
ident if ideation of a^ productivity formula which considers the 
level of quality as- well as the volume of nursing output and 
i^hich is sensitive to changes in both. 



( 

VII, PUTURE ■DEVELpPMENTS 



As noted in the discussion the theory of classification^ 
* the standard nomenGla ture ,of the time becomes the basis for the 
identification and ordering^of groups. Thus, the patient clas- 
sifications described use the nursing care act ivlties that are 
evident in the provision of patignt care. As the no^nclature 
changes, so will the basis of the classifications, ^ Two rela- 
tively new nomenclatures to describe the nursing process are- 
now beginning to^emergei (1) patient problems' an* (2) nursing 
diagnosis. It seems reasonable to expect that ^a/the validity 
of these descriptions becomes more evident, one or b6th may 
well lead to new patient classification systems which, in turn, 
may be more respons ive to the trure nature of Jthe pat ients care 
requiremerlts, . 

Class if icat ion systems should be based' bn/a theoretical 
frameworl^whi^h reflects the concept of nursing. As the con- 
ceptual model changes, so must the classification system. If 
they are not responsive to su^h changes, ^they will encompass 
components of nursing care whi^ may be inconsequential to the 
true efforts of nursing, and ifheir value will be greatly dimin- 
ished* As the number of. Institutions which use patient clas-- 
sification systems increase, efforts may be directed toward 
standardizing .the patient classification systems used. The 
systems presently are not necessarily comparable between - 
institutions. The same care categories may have very different ^ 
quantification cdefflcients in different hospitals. Studies 
rtust be completed to .determine the comparability between 
institutions which use the same classification system as well 
as different classification systems and to identify the factors 
that are significant in producinq different care-times. 
i» 

Standardization of patient classification systems would 
enable regulatory agencies to evaluate the effectiveness o^f the 
management of nursing resources more objectively and to make 
more valid comparisons between hospitals p.ossible. Efforts are 
already ftovin^ in this direction in panada, where categoriza^ 
tion of patients or clients has been recommended for all levels, 
within the health care sector (Nationals Health and Welfare 
1973,^ iycDp_nell 1976). The efforts to standardize patient 
class if teat ion information will require that research be con^ 
ducted to thoroughly evaluate the existing systems. As 
suggested by Young (1975), more effort should be devoted to 
^implement ing fully and evaluating thoroughly existing models 
for staf£-ing and resource allocations rather than developing 
even more esoteric models which merely modify and ^refine basic 
concepts already well known. 




\_ ,VIII. CONCLUSIOKS 

It is not ©nbugh to leave to chance that the^correct 

numbers and *fclx of personnel will be available to respond to 

' thf nursing care reguirements of pat ients * When developed and 

Used appropriately, patient classification systems can be highly 

useful to aid in the effective determination and allocation of 

nursing resources. Benefit%have been derived from such use^ 

not only in ,the %short--term dai ly allocation of staff, but also 

lnUo*ng-te^m budget planning as well. Patient classification 

systems have also proved useful in de^veloping more effecfcive 

facilities which to provide care. Their heuristic nature 

has beenX^Denef icial to many. resQ^arch investigations, and 

particularly as a guide for the Vecent studies relating to 

criteria for quality of care^ measures (Jelinek 1974). In addi^ 

tion, several hospitals are using patient classification systems 

as a basis for determining patient charges.' 
* 

Perhaps one ot the least credited or obvious Advantages fj 
of a well-developed and operational patient classification ^ ' 
system is its ability t^ free nursing time and energies from 
the monumental problems associated with the determination md 
allocation of nursing personnel^ Freed from some of the daily 
struggles associated with staffing, nurses may transfer their 
energies to other current and critical 'problems such as Imple- 
mentation of standards of care and the development of outcome 
measures of quality, flany other uses of classification systems 
have been cited^^ but their^. capabilities are highly contingent 
on the degree of understanding and , acceptance within a facility.' 
Understanding involves awar,eness and knowledge of their capa^ 
bilities, with particular emphasis on the issues of reliability, 
validity, and quantification. ;Unders tanding also involves 
recognition of their limitationi a patient classification 
system is a necessary but not sufficient condition for quality. - 

Acceptance must extend beyond the nursing department \o 
include hospital administration and physicians. The lack of ^ 
attention directed to. this crucial s^tep in the executibn of , any 
change has ungues t ionafely been"*^ the major reason for the fail- 
ures in the implementation and successful application of the 
systems experienced by some. Imperfect as patient classif id- 
eation systems may be in determining the true need&-©f patients, 
when used appropriately they do provide a^more rational ^ 
approach to the problem of nurse staffing. Most users would 
like to see improvements, but of those using a well^eveloped ^ 
patient classification system, there are few who would give it 
up to no system at all. 
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